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Abstract
In keeping with the University guidelines and current literature on the topic this 
portfolio is an intense and personal document that resembles an 
autobiography of my professional life. Reflection and analysis form key 
components of the portfolio development. The task of demonstrating 
coherence and continuity between publications and projects is an inherent 
challenge of the portfolio route. I developed this portfolio as a collection of 
evidence of both the products and processes of learning that attests to my 
personal and professional development and achievement. The products are 
demonstrated within my two main projects (Timmins 2002 page 131, Timmins 
2005 page 298) and associated publications and international presentations. 
The process of my learning has been examined and professed through 
reflection upon these projects and subsequently analysed and presented in 
the overarching statement. The aim of my portfolio is to provide a reflective 
overview of these two projects to highlight coherence between projects and 
identify my unique contribution to knowledge. This thesis reports on the 
development and use of a framework for reflection that best suited this 
purpose. I also construct my professional working theory as a result of this 
critical reflection.
This framework proved invaluable to uncover the connections between my 
projects and the inherent meaning of my portfolio. What began as a series of 
disparate products (articles, conference presentations, books) the use of the 
framework for critical reflection enabled me not only to elicit inherent 
connections but to gain a new clarity about my own professional development 
and motivation that was previously unknown. Using the framework for critical 
reflection enabled to me to identify themes from reflection upon my projects: 
disempowerment, knowledge, emancipation and empowerment. These 
themes appear implicitly in several recent studies in the Republic of Ireland. 
Ultimately the impetus for my projects was rooted in my own professional 
disempowerment. Obedience was a pattern intrinsic to the social fabric of 
nursing in Republic of Ireland. The identified themes resonate not only my 
professional growth within but also the current orientation of the nursing 
profession in the Republic of Ireland. Using the framework for critical reflection 
also permitted me to outline my original contribution to knowledge. This 
originality is reflected in the public provision of knowledge to nurses in the 
area of nursing clients with coronary heart disease. This includes a 
reorientation of informational support towards symptom management and 
encouraging a critical awareness of previously used research methods. There 
is also an original contribution to the ongoing development of nursing practice 
with the suggested critique; adaptation and use of conceptual models of 
nursing in coronary care units.
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Background
In 2002, while working as a lecturer in a large Dublin University, I met with an 
academic publisher who visited to provide advice on academic writing and 
publication to the University. At the time, very few academics in the School 
(except the Head) had a publication profile. With 19 publications, several 
national and international presentations and a book contract at the time, the 
latter was impressed with my level of accomplishment, suggesting that I 
consider applying for a PhD route that would accept these publications as part 
component of fulfilment of the award. This was the beginning of my journey.
This idea was followed by application and subsequent registration, for the 
award of PhD by Portfolio at the University. Three independent international 
experts in the field of cardiac nursing (and two referees) supported my 
application and my claim to have made a significant original contribution to the 
field. For the purposes of registration, two of my projects (outputs) were 
selected and deemed suitable by the School of Care Sciences for this 
purpose:
Project One: (Section B see page 131)
Timmins, F. (2002) Information Needs of Myocardial Infarction Patients Report 
Submitted to An Bord Altranais Dublin.
Project Two: (Section C see page 298)
Timmins, F. (2005) Contemporary Issues in Coronary Care Nursing London: 
Routledge.
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My professional growth and development, reflected in my portfolio, mirrored 
ongoing developments in Irish nursing (Condell 2004) precipitated by the 
Commission on Nursing in 1998 (Government of Ireland 1998). The 
Commission recommended an upgrade in the calibre of the nursing 
profession in the Republic of Ireland, with the suggestion of an all-graduate 
education for nursing students (which commenced in 2002), the foundation of 
the National Council for Nursing and Midwifery (NCNM) and the development 
of a 'clinical career ladder' for Irish nurses (Condell 2004). These changes 
have also led to increased emphasis on and support for Irish nursing research 
(Watson 2003, Condell 2004, Cowman 2006).
In 1997 (when I began to develop the projects), a traditionally trained nursing 
workforce predominated (the first diplomats graduated in 1999). There was a 
dearth of published Irish research (Government of Ireland 1998) and an 
indiscriminate and inconsistent approach to nursing research (Treacy and 
Hyde 1999). Using research evidence in practice was in its infancy (Cowman 
1998). Writing and researching in health care by other health care 
professionals predominated. Only a small number of nurses were educated to 
Masters or PhD level (Treacy and Hyde 1999), few had published, except a 
small number of influential nurse leaders within Irish universities. My 
achievements reflected a stepping out of nursing practices at that time. 
Performing a research study independent of a university programme of study 
was almost unheard of, writing a book is still a rare event. Through the writing 
of this thesis I now understand that my ontological commitment has its roots in 
significant events in the past, namely my own experiences of 
disempowerment. Through a drive towards self-emancipation and 
empowerment, I sparked a chain of events that encouraged others to follow 
suit.
The period of my professional career reflected upon within the portfolio covers 
nine years. Two of my important projects, firstly a research project (Timmins 
2002 page 131) and a nursing textbook (Timmins 2005 page 298) form the 
mainstay of the portfolio and are supported by a detailed reflection upon these
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projects within these sections (Section B and C) as well as statements from 
co-workers (Appendix Four Section C page 434). It is worthwhile to note at 
this point that in 1999 I changed my surname from Egan to Timmins, thus 
references in the thesis citing Egan also refer to my work.
I believe that this original account of my emerging practice developed through 
reflection demonstrates my learning and the development of my professional 
working theory as I engaged with others in a creative and critical practice over 
a period of time. The unfolding of this portfolio draws upon an analysis of my 
life's work over the past nine years. I demonstrate how I have encouraged 
people to work creatively and critically towards the improvement of their 
practice and ultimately towards self- empowerment of others and myself. I 
engaged with others in a creative and critical practice over a period of time.
The aims of this portfolio are as follows:
• To develop and use a framework for reflection that would best suit the 
purpose of identifying my original contribution to knowledge.
• To use this framework to provide a reflective overview of my two 
projects in order to highlight my unique contribution to nursing 
knowledge.
• To construct my professional working theory as a result of this critical 
reflection.
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Introduction
The University deem this portfolio route to be 'comparable to the traditional 
PhD thesis in terms of demonstrating an original and significant contribution to 
knowledge within a particular subject area' (italics original), and require the 
completion of an overview (or overarching statement) that 'reflects on the 
research experience and develops coherence to the research' (University of 
Glamorgan 2004).
The portfolio is presented in the form of two distinct but overlapping projects 
(Section B and C). Reflection upon the development and instigation of these 
two projects informs the overarching statement, which ultimately unites the 
portfolio. Originality is demonstrated in both the projects and portfolio. Firstly 
my portfolio is based upon published work, one hallmark of originality at PhD 
level (Cryer 2000, Dunleavy 2003). The portfolio also conforms to Dunleavy's 
(2003:27) view of originality by re-exploring issues from some 'reasonably 
distinctive angle or perspective' in 'an ordered and coherent fashion'. This is 
demonstrated in my application of reflection within my portfolio. Through this 
original use of technique (Cryer 2000) my unique professional working theory 
holds further claim to originality.
Distinctive and original contributions to knowledge within the projects include 
my examination of the views of cardiac rehabilitation nurses in Project One 
(Section B), which heralded a first in this field, together with my identification 
of symptom management information as a priority learning need for cardiac 
clients. My book (Project Two Section C) is original in its application of nursing 
theory to coronary care practice. In addition, it presents a distinct nursing 
focus that is client centred, whereas most textbooks, even those written by 
nurses to date, have been presented within the medical model framework.
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The thesis is presented in three sections:
Section A Presents the overarching statement encompassing an introduction 
to the concept of reflection and a reflective overview of Project One and 
Project Two.
Section B Describes analyses and reflects upon Project One. 
Section C Describes, analyses and reflects upon Project Two
In order for the reader to navigate freely within the portfolio it is necessary to 
describe in a little more detail the interrelationships between these sections. 
This discussion will be supported by diagrammatic representation (Figure 1).
Within the overarching statement (Section A) there is an outline of my 
development of a framework for reflection. I used this framework to reflect 
upon my projects in accordance with the guidelines. The projects: a research 
project (Timmins 2002 page 131) and a nursing textbook (Timmins 2005 page 
298) are presented within each section as supplementary materials (Figure 1) 
along with other related works. The reflection upon these projects is presented 
as the main components of Section A and B, supported by personal narratives 
and statements from co-workers (within appendices of each section) and 
publications (within supplementary materials). I describe the emerging themes 
from these reflections and my resultant professional working theory described 
within the overarching framework (Figure 1). The overarching statement is 
thus a culmination of personal critical reflection using the developed 
framework.
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Overarching 
Statement































Figure 1 A Map of the Portfolio
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The challenge of the portfolio route is in the demonstration of coherence and 
continuity between projects and to demonstrate the original contribution of 
knowledge therein. To achieve this aim I critically reflected upon the projects 
using a framework for critical reflection (Figure 5 page 51) that I developed, 
the process and outcomes of which are outlined in Figure 2.
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To demonstrate coherence and continuity between
projects
To demonstrate original contribution
How? v
By critical reflection upon the projects using a framework 
for critical reflection that I have developed
Outcomes of this process:
• Using the framework for reflection encouraged me to 
view the projects in context and to examine not only 
the projects but also the antecedents and 
consequences.
• Critical reflection revealed continuity and coherence 
not only in terms of the subject (cardiac nursing) but 
also in terms of my emerging themes (within the 
overarching statement).
• From critical reflection and the identification of 
interconnecting themes within the projects I was able 












Figure 2 Process and Outcomes of the Portfolio
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1.1 Introduction to the Overarching Statement
The aim of this section is to provide an introduction to my overarching 
statement. It provides an overview of the portfolio aims, structure, process and 
content. It also provides a description and account of the development of the 
framework for reflection used within the portfolio.
The University guidelines suggest that this task of demonstrating coherence 
and continuity between publications and projects is an inherent challenge of 
the portfolio route. The enquiry, which forms part of this portfolio, collates the 
research endeavours, publications and projects in chronological order 
together with statements from co-workers, citations and/or reviews. The 
guidelines acknowledge that the research endeavours included within the 
portfolio may not necessarily explicitly demonstrate an original and significant 
contribution to knowledge, thus requiring a reflective engagement to extract 
this contribution. This reflection may have
'an action learning and action research perspective or apply 
theories or models of reflection, resulting in an intense and 
personal document... in many ways it is an autobiography of the 
author's professional life' (University of Glamorgan 2004).
Reflection and analysis form key components of portfolio development (Me 
Mullan et al 2003, University of Glamorgan 2004), thus I aimed to use and 
develop a framework for reflection that would best suit the purpose of 
identifying my original contribution to knowledge. In keeping with the 
University guidelines and current literature on the topic (Me Mullan et al 2003), 
I developed the portfolio as a collection of evidence of both the products and 
processes of learning that attests to my personal and professional 
development and achievement. The products are demonstrated within my two 
main projects, associated publications and international presentations 
(Section B and C). The process of my learning has been examined and 
professed through reflection upon these projects in both Section B (page 96) 
and Section C (page 268) and subsequently analysed and presented in the 
overarching statement (Section A page 57).
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The aim of my portfolio is to provide a reflective overview of my two projects 
that highlights my unique contribution to knowledge. Its purpose is not to 
employ a research methodology in the traditional sense, but to draw on 
existing methods of reflection to provide the overarching statement with a view 
to setting:
'the scene for each publication or project, establishing original 
contribution to knowledge at that point in time, and reflecting on the 
outcomes of publicly available output' (University of Glamorgan 
2004).
The first inherent challenge of the portfolio construction was the manner in 
which I would reflect upon the projects in order to identify the original 
contribution to knowledge. Although an action research influence is suggested 
in the guidelines, the reflection upon the projects is a retrospective enquiry on 
specific projects; therefore it does not comply with traditional action research 
methodology (Kuhne and Quigley 1997). This method developed originally by 
Lewin (1947), is a systematically applied social science methodology that 
prospectively examines an area or problem in practice, provides and observes 
specific interventions and reflects and evaluates upon outcomes (Rolfe et al 
2001). It is concerned with future orientated change intervention (Hart and 
Bond 1995). As this portfolio aims to provide an overview of previously 
completed work, the latter method is not congruent with the overall intention.
However, an interesting application of action research to PhD enquiry exists at 
the University of Bath. There, Jack Whitehead (1999) argues that enquiry into 
one's own professional practice is a legitimate form of action research enquiry 
that can produce living educational theories or professional working theories 
(Whitehead 2004). This is known as self-study (Whitehead 2004) or 'first 
person education action research' (Hartog 2004:2). This methodology differs 
from those used in traditional education research as it involves identifying 
personal values through the presentation of a narrative of (retrospective and 
prospective) personal experience and professional practice guided by the 
iterative question: How do I improve my practice? Several PhD students' claim
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to originality is embodied in their elucidation of their living educational theory 
through this method (http://www.bath.ac.uk/%7Eedsaiw/living.shtml).
While the use of narrative and reflection within my portfolio is consistent with 
Whitehead's (2004) principles for developing a Living Theory, Whitehead's 
(2004) ideology is limited in the extent to which can inform my whole portfolio. 
Whitehead's (1999) PhD describes his own published work; however, his 
narratives are specifically concerned with (ongoing) direct observations of 
practice, thus inconsistent with my aims, as my projects are now complete. 
Nonetheless, Whitehead's (2004) framework is useful in this enquiry in terms 
of a starting point providing guidance and direction with regard to inherent 
research questions. Also of interest is the notion of the ultimate outcome of a 
self-study investigation: a professional working theory (Whitehead 2004). As 
the University requires a chronological, reflective, explanation of events with 
regard to my submitted projects, this ultimately informs and reveals my 
personal view or theory and could therefore be considered a professional 
working theory. Professional working theory is described as an explicit 
account of the: 'interplay of professional knowledge, practical experience, 
reflection, and ethical or moral principles' developed through 'systematic and 
comprehensive critical reflection' (Dalmau and Gudjonsdottir, 2002: 104).
Whitehead's (2004) guidance with regard to developing a living educational 
theory or professional working theory is also useful to provide the suggested 
'action research perspective' required (University of Glamorgan 2004). From 
an exploration of Whitehead's (2004) notion of Living Theories, a final aim of 
my portfolio emerged thus: to construct my professional working theory 
through reflection upon both projects (Section B and C). In keeping with 
Whitehead's (2004) guiding questions for professional working theory 
development, I initially began the journey by asking the following questions:
• Who am I?
• What did I do?
. Why did I do what I did?
• How am I improving what I am doing?
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The use of narratives as evidence, the notion of self-study and the 
development of a professional working theory were valuable tools to extract 
from Whitehead's (2004) work in order to provide a functional and applicable 
action research perspective to my portfolio. These provide both the 
autobiographical and action research perspective suggested within the 
guidelines (University of Glamorgan 2004). The guiding questions outlined 
above, were useful as a starting point for exploratory and preparatory work. 
This led to the commencement of a descriptive narrative outlining my journey. 
However, this did little to unveil the inherent meaning of events or specific 
connections, which are associated with the overall aim of the portfolio.
I possessed a series of disparate products (articles, conference presentations, 
books) that would ultimately contribute towards my portfolio that required a 
uniting framework to elicit inherent connections and outline my original 
contribution to knowledge. Fundamentally, in the absence of a structured 
analytical framework, difficulties emerged with presenting the products and 
processes in the ordered and coherent fashion required at PhD level 
(Dunleavy 2003). More importantly, as outlining my original contribution to 
knowledge within the field is an important objective of my portfolio, 
Whitehead's (2004) questions, while guiding personal introspection, lacked 
specific engagement with the external world and did not take into account the 
cultural context. Thus fundamental direction with regard to exploring external 
influences on the development and impact were omissions with this as a 
singular approach. To address these latter issues and provide a robust 
framework within which to fully consider Whitehead's (2004) questions, I 
sought an explicit framework for reflection that would guide both personal 
reflection and enable me to reflect upon the ultimate impact of my 
engagement with the world through the development of my projects. To inform 
this selection I explored the emergence of reflection as a mode of enquiry and 
critically analysed models of reflection with a view to appropriate selection.
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1.2 Reflection as a Mode of Enquiry
Increasingly since the advent of critical social theory humans have been 
encouraged to critically reflect upon their experiences in a social context as a 
means of knowledge procurement. Critical theory emerged from a prominent 
Frankfurt School of thought, in the early part of the last century, led by 
German social scientists such as Theodor Adorno and Max Horkheimer, and 
most notably Jurgen Habermas (Calhoun 1995). While positivistic science 
sought factual information, critical theory began to explore people's 
experiences of those facts, particularly in a social context (Calhoun 1995). 
Critical theory espouses a critical engagement with the person's social world; 
a critical account of both historical and cultural conditions and a continuous re- 
examination of one's own understanding (Calhoun 1995). Habermas (1971) 
was particularly concerned with the dominance of positivism, and encouraged 
systematic reflection and self-understanding as an alternative form of 
knowledge development (Held 1980). Habermas (1971) argues that rather 
than the existence of one type of knowledge (positivism), there were three 
broad distinctions of knowledge. Empirical, guided by an interest in 
manipulation and control (positivism); Interpretive, guided by a practical 
interest in subjective understanding rather than control; and emancipatory, 
guided by a reflexive interest that allowed humans to have greater autonomy 
(How 2003). Critical theory is concerned with understanding and applying 
meaning to the world and events, particularly in the social context that they 
took place.
'critical social theory approach abrogates positivist methods; it 
explores phenomena by judging the contextual effects of power, 
knowledge and values, not by adopting rigorous tests that are 
deemed to be verifiable and replicable. Such an approach seeks to 
actively free individuals to question the prevailing norms. Its goal is 
therefore transformation...through self-reflection'. (Manias and 
Street 2000: 51)
Critical theory provides the reflective lens through which I view my projects. It 
supports the notion that personal reflection on events, in their social context is
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a valid form of knowledge development. Rather than direct application of 
critical theory, it is the legacy of critical theory, and its contribution to reflection 
that are influential (Moon 1999). In relation to my portfolio, there are four 
fundamental components of critical theory that I wished to retain within the 
emerging framework: the validity of interpretive and reflexive knowledge; the 
search for meaning and understanding as legitimate form of enquiry; the 
importance of context and the centrality of reflection to the process of 
knowledge development. I believed that using a self-study perspective 
compliant with these principles within a suitable framework would suffice to 
generate the knowledge required to elicit my original contribution to 
knowledge generation within university guidelines. The next logical step 
therefore was the procurement of a suitable framework of reflection that 
fulfilled my commitment to these above principles while simultaneously 
providing a comprehensive framework that allowed both personal reflection 
and reflection within the world of practice wherein the projects both took place.
It follows then, that the literature on reflection provided the conceptual 
framework for understanding my projects. This natural progression towards 
systematic reflection using a developed framework is an important 
development. Many authors espouse reflection as a key component of 
portfolio development (Moon 1999, Me Mullan ef a/ 2003). This notion of 
developing theory from reflection differs from the traditional view of theory as 
an explanatory framework that can generate descriptions, explanations and 
predications for events (Whitehead 1999). Reflection opposes the dominant 
discourse of positivism. It generates theory from personal reflection (Schon 
1983) whereas traditional scientific methods require objective observation and 
systematic recording of events (Freshwater and Rolfe 2001).
I believe that the requirements of the portfolio at PhD require reflection within 
a rigorous system. Indeed, Rolfe et al (2001) suggest that developing a 
practice theory needs consideration of the use of appropriate frameworks with 
the development of suitable estimations of rigour. Just as there are 
differences in opinion regarding definitions, there are divergent views
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regarding model use (Rolfe et al 2001). Indeed, there is sparse direction 
regarding how to select an appropriate model. Rolfe et al (2001) suggest 
selection depends on personal needs in the situation. For my particular needs 
the framework needed to be sufficiently detailed to encompass reflection a 
nine-year period and over at least two large projects. It also needed to 
correspond with the aims of my portfolio. The selection ultimately required a 
critical analysis of models of reflection.
1.3 Critical Analysis of Models of Reflection
When considering conceptual models of nursing for use in practice, Fawcett
(1995) suggests firstly analysing and evaluating several existent models. This
process could equally be applied to my selection of a model of reflection. She
further suggests comparing the content of each conceptual model with a
mission statement or philosophy, selecting the closest match. In applying this
approach to my portfolio, I decided to pursue this route by first critically
analysing models of reflection to assess the extent of their fittingness to my
overall portfolio aims. To support my estimate of rigour and appropriateness I
critically analysed models of reflection by using Fawcett's (1995) categories
for analysing the usefulness of conceptual models to guide nursing practice.
These categories suggest close attention to the following: explication of
origins, comprehensiveness of content, logical congruence, generation of
theory, and credibility. Use of these categories thus provides a comprehensive
framework for analysis of selected models (Fawcett 1995). To provide data for
the analysis, a literature search was undertaken utilising the article title index
of the CINAHL database. Key terms used were reflection, [or] critical
reflection, [or] models of reflection. The search spanned the complete
database period (1982-2006). This yielded 563 citations. From an exploration
of the complete reference lists, several seminal references and commonly
used models of reflection emerged. These latter subsequently informed my
critical analysis of models of reflection, using Fawcett's (1995) categories. My
findings within each of these categories will be discussed sequentially.
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1.3.1 Explication of origins
Fawcett (1995) suggests that explanation and understanding of the origins of 
the conceptual model ought to guide selection. Within nursing the origins of 
reflection have their roots in the seminal work of Dewey (1933), Kolb (1984) 
and Schon (1983). From a historical perspective Dewey (1933) first began to 
articulate the need to think reflectively in order to solve problems (Rolfe et al 
2001, H0yrup and Eltjaer 2006). However, it was not until the 1980s that 
reflection began to emerge as a popular mechanism for professional 
development (Mackintosh 1998, Heyrup and Elkjaer 2006). Schon (1983) in 
particular, concerned with professionals' development of skills and knowledge, 
outlines reflection in and on action. Schon's (1983) conceptualisation of 
reflection has been influential within the nursing profession, suggesting less 
reliance on traditional and scientific forms of enquiry and encouraging 
practitioners to learn from reflecting both within practice and on their practice 
(Rolfe et al 2001). Opposed to the dominance of positivism, Schon (1983) 
proposes reflection as an alternative method of practice theory generation. 
Schon's (1983) seminal work subsequently underpinned many structured 
models of reflection for nursing practice (Rolfe et al 2001). Schon's (1983) 
influence on reflection use is supported in my literature search whereby 20% 
of papers referred to his seminal text in their discussions. Only 6% made 
references to Dewey (1933) while 4% referred specifically to Kolb (1984).
Reflection is also utilised widely as a teaching and learning methodology for 
nursing students. Kolb (1984) describes a model for experiential learning 
within the classroom that is widely used in nurse education (Brackenreg 
2004). Drawing upon the work of Kolb (1984) Gibbs (1988:46) further 
describes experiential learning methods for the classroom followed by a 
'structured de-briefing' exercise, commonly referred to as a model of 
reflection. The later model became popular for use within nurse education 
settings (Rolfe et al 2001) and is widely used for educational purposes in the 
Republic of Ireland (O'Donovan 2006). Gibbs (1988) model is cited by 4% of 
papers in the literature and is primarily an educational framework (Rolfe et al 
2001) for use in teaching environments
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From the above analysis particular trends of origins begin to emerge that 
influence appropriate selection. Firstly, reflection has been predominantly 
incorporated within nursing as a mechanism for the development of the 
individual professional in his or her own practice, largely influenced by 
Schon's (1983) notion of reflection in and on action. Models such as Kim 
(1999) and Taylor (2000, 2006), though influenced extensively by critical 
theory, retain this notion of individual professional self-development (Rolfe et 
al 2004). Similarly aimed at self-development is Johns' (1999, 2004) model, 
influenced by Schon (1983) but drawing comprehensively upon Carper's 
(1978) ways of knowing. Kim (1999), Taylor (2000, 2006) and Johns (1999, 
2004) are popular models chosen by practitioners for reflection upon practice, 
cited in 3%, 7% and 15% of papers in the literature search respectively. 
However, although not specifically referring to particular authors (other than 
Schon 1983) contemporary authors raise concern with the individualised 
perspective that these models utilise (Boud et al 2006a), suggesting instead a 
greater focus on the context within which learning takes place. This is a view 
that I support. A criticism of these individual focused models of reflection is 
they lack this critical perspective (Barnett 1997). Their orientation is overtly 
personal often resulting in personal knowledge gain rather than seeking to 
challenge the particular context and instigate wider change. While context 
may be referred to within particular models such as Taylor (2000, 2006) the 
focus is predominately self-development rather than taking action within a 
particular context.
The individual approach to reflection, which is ultimately about personal 
growth and development, is limited in its social contextual consideration and 
also lacks an overt action perspective (Barnett 1997). Due to the range and 
extent of my projects and my portfolio aims, using a model of reflection 
primarily aimed at individual development within practice situations is limited. 
This is due to the fact that it is restricted in the extent to which it could 
sufficiently explore the context in which the projects took place or the 
subsequent impact or level of knowledge development. Ronald Barnett, a
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Professor of Education at the Institute of Education, University of London is 
highly critical of this personalised self-reflection for professional practice 
(Barnett 1997). Barnett (1997) suggests that it is limited in its scope and 
application. He is critical of the current use of self-reflection within disciplines, 
stating that it is often performed at a superficial level that he says can 'hardly 
be termed critical self-reflection'. (Barnett 1997:101 emphasis author's own). 
Furthermore, he suggests that the use of reflection in action, espoused in 
professional practices, lacks both effective action and sufficient theoretical 
context as it over relies on personal reflection in the knowledge domain, thus 
paying little attention to the domain of the world in which the action takes 
place. In particular, he criticised Schon's (1983) narrow interpretation and 
application of reflection, which avoids the context of the wider world of 
practice. Although consideration of the world may seem over ambitious, this 
does not refer to the whole world, but rather the world as it applies to an 
individual. This may be a community of learning (Wenger et al 2002) or local 
organisation (H0yrup and Elkjaer 2006:39). This criticism is relevant to my 
portfolio objectives, as the estimation of my original contribution to knowledge 
ultimately needs to take place in my community of learning and thus not 
confined to a personal estimation of my contribution. My reflection thus needs 
to have a critical element as Barnett (1997) suggests.
Critical reflection is 'the questioning of contextual aspects that are taken-for- 
granted - social, cultural and political - within which the task is situated' 
(H0yrup 2004:444). It also involves questioning of meanings of situations with 
regards to our roles and relationships (H0yrup 2004). Within my reflections, 
while my personal learning was important, ascribing meaning to these had 
particular relevance for the aims of the portfolio. H0yrup (2004:444) argues 
that while reflection can result in new knowledge, critical reflection:
'may imply changes in the very psychological mechanisms that 
constitute the basis of our interpretations of the world'.
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Boud et al (2006b) concur with Barnett's (1997) views suggesting that:
'reflection must be re-thought and re-contextualised so that it can fit 
more appropriately within group settings. It must also shift from its 
origins in concerns about individuals to learning within 
organisations' (Boud et a/2006a:3)
In one chapter 'taking it beyond the individual', H0yrup and Elkjaer (2006:29), 
further explore the limitations of the individual approach to reflection, 
suggesting instead the use of a 'critical perspective' that takes into account 
social, political and cultural influences, thus expanding the notion of reflection 
into critical reflection (Hoyrup and Elkjaer 2006). Critical reflection involves a 
close examination of underpinning beliefs and values and a questioning of 
previously held assumptions (Hoyrup and Elkjaer 2006).
Critical reflection is further developed in a group of models based upon critical 
theory (Rolfe et al 2001). These theoretical frameworks enable consideration 
of the wider influence of society. Mezirow (1981), Kirn (1999), Barnett (1997) 
and Taylor (2000, 2006) models of reflection all originate within critical theory. 
However, despite a commitment to critical theory both Kirn (1999) and Taylor 
(2000, 2006) lack the overt action perspective required within the operation of 
critical theory (Rolfe et al 2001). Barnett (1997) on the other hand is a very 
detailed and comprehensive model, grounded in critical theory that provides 
explicit guidance aimed at critical reason, critical self-reflection and critical 
action.
In terms of origin, another point is worth noting, that is that many of these 
models, are concerned with analysis of specific incidents in practice rather 
than the comprehensive reflection that I require to address my portfolio aims. 
Although Taylor's (2000, 2006) model drew directly from critical theory and 
refers to both contextual influences and an action imperative, the focus is 
largely upon the individual within discrete situations (Rolfe et al 2001). 
Furthermore, while primarily concerned with specific incidents in practice they 
also concur with Dewey's (1933) original notion of reflection emerging from a 
'disturbance or uncertainty' (Hoyrup and Elkjaer 2006:30). Thus the
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practitioner begins the reflection with a problem or specific issue from the 
practice setting to reflect upon. Again there is inconsistency here with 
application for my purposes, whereby a specific incident is not in question but 
rather the need to reflect upon nine years of cumulative work. Many 
individualised focused models of reflection are useful and valuable as tools for 
professional development (Taylor 2000, 2006, Rolfe 2005), yield valuable 
learning relevant for the practice situation (Kim 1999, Ekstrom 2002, Rolfe et 
al 2005) and are often core components of contemporary portfolio 
development (Moon 1999, Me Mullan et al 2003). However, consideration of 
the origin of reflection reveals the inherent nonconformity with the aims of my 
portfolio.
My portfolio requires an all-encompassing model that provides not only the 
critical perspective required but also moves towards the 'organisational 
perspective' described by Hoyrup and Elkjaer (2006:39). My projects took 
place within an organisational rather than an individual context. Furthermore 
they are influential at an organisational level* given that the outputs from the 
projects are placed within the public domain (H0yrup and Elkjaer 2006). 
Barnett (1997) appears to be the only model examined that moves beyond the 
individual to provide both the critical theory and organisation perspective 
required within a comprehensive framework for critical reason, critical self- 
reflection and critical action. Barnett (1997) is less widely used in nursing and 
allied health literature (1% citation in the literature search); however, he is 
widely cited in educational literature. A search of the Educational Resources 
Information Centre (ERIC) revealed 124 citations.
Another trend within the literature is the use of reflection within the context of 
teaching and learning. Gibbs (1988) provides a simplistic model that is useful 
for education within the classroom, but not suited to the aims of my projects. 
However, Boud and Walker (1990, 1993) present a new perspective on 
reflection termed learning from experience.
* Organisation refers not only to places of employment, but networks of practice (H0yrup and Elkjaer 2006).
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Indeed Boud et at (2006a) specifically refers to workplace learning in a recent 
text. Boud et al (1985) initially describe a model of reflection designed for 
students to learn from experience. This original model is referred to in 12% of 
papers in the literature search. Interestingly, although a lot of development 
has occurred since the original paper (Boud et al 1985), there were no 
references within the search to any of this latter work (Boud and Walker 1990, 
1993, Anderson et al 2000, Boud et al 2006 b).
The aims of my portfolio are to provide an overview of my two projects 
(Timmins 2002 page 131 and Timrnins 2005a page 298) ultimately identifying 
my original contribution to knowledge in the area; to use and develop a 
framework of reflection that would best suit the purpose of identifying this 
contribution and to construct my professional working theory as a result of this 
reflection. It is my learning and the learning of others as a result of these 
projects that needs to be uncovered. For this purpose, many of the reflective 
frameworks currently in use are inapt. From an analysis of origins, two 
frameworks emerge as useful: Boud and Walker (1990, 1993) and Barnett 
(1997). A hybrid of these two frameworks has potential for use within my 
portfolio. This new construction requires further assessment of rigour. 
Although consideration of frameworks for reflection in general in terms 
comprehensiveness, credibility and logical congruence has been covered 
earlier in this section, to establish the potential rigour of a newly developed 
framework, these categories need to be applied and analysed in more detail 
to guide the development of an appropriate framework.
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1.3.2 Comprehensiveness of content
I have identified critical theory as having a useful contribution to make to the 
explication of the portfolio. However, while providing guiding principles for the 
thesis, it imparts little in terms of a comprehensive framework to support my 
portfolio aims. Habermas's (1971) work for example, lacks specific (as 
opposed to philosophical) direction for enquiry (Swindall 1999). While Kirn 
(1999) used a three-phase critical theory approach (descriptive phase, 
reflective phase, critical/emancipatory phase) to analyse nurses' narratives on 
clinical experience, the latter is primarily a proposed research methodology 
(Kim 1999) and thought to be overly complex for this use in practical settings 
(Rolfe et al 2001). Taylor (2000, 2006) uses Habermas's (1971) modes of 
enquiry citing particular relevance for nursing practice. Thus she outlines a 
popular reflective framework that examines empirical (generated through the 
scientific method), interpretive (generated through understanding and lived 
experience) and critical (emancipatory, based in critical social theory) 
knowledge. While popular in nursing, this has primarily an individualistic 
approach (Rolfe et al 2001), which limits its usefulness in practice. 
Furthermore, as it is intended for use in nursing practice situations, its 
approach is limited in terms of direction for comprehensive analysis, in the 
manner that I require for this thesis. Taylor's (2000, 2006) framework for 
reflection is simplistic and consists primarily of a series of statements. The 
search for a comprehensive framework within critical theory was thus limited. 
Its practical application as a research method (Kim 1999) is overly complex 
whereas the use of simple headings is overly simplistic and over 
individualistic. In addition to a consistency with regard to origins as previously 
established, Barnett (1997) offers the most comprehensive model of reflection 
with a critical theory perspective.
In terms of comprehensiveness, Barnett (1997) also offers a very thorough 
and far reaching model that explores the domains knowledge, self and the 
world. Boud and Walker (1990, 1993) provide a very comprehensive and 
contemporary account of learning from experience and workplace learning 
which has received a recent update (Boud et al 2006b). At the same time,
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many models of reflection offer a checklist approach that is recognised by 
Boud and Walker (1993) to have limited value when an individual is engaged 
in learning from experience, as opposed to learning from one incident. A 
further limitation of many contemporary models is their 'verbalist' orientation 
(Greenwood 1993:1186) implying a verbal or written exercise, rather than an 
action imperative. Boud and Walker (1993) are very critical of this evolution of 
reflective models posed as a series of questions and answers (Boud and 
Walker 1993). This checklist format appears in many models of reflection 
(Borton 1970, Gibbs 1988, Johns 1999, 2004, Taylor 1999, 2006). Rolfe et al 
(2005:35), for example propose Borton's (1970) framework for reflection 
(what? so what? now what?) and suggest that this and other frameworks 
provide mere 'cues' for reflection. This checklist approach in current use is 
possibly due to a primary focus on individual self-development within 
particular situations, rather than the broad focus of life experience that my 
portfolio addresses. In addition, when used for this specific purpose of 
personal development within practice, as most of these simplistic frameworks, 
they act, as Rolfe et al (2005) suggests, as cues for the practitioner rather 
than providing a comprehensive framework for critical reflection that I would 
require for my purposes. From the review, Barnett (1997) puts forward the 
most comprehensive account of critical reflection whereas Boud and Walker 
(1990, 1993) provide a comprehensive and interesting account of learning 
from experience. I proposed that a combination of approaches would provide 
the most comprehensive model to achieve my portfolio aims. Both Boud and 
Barnett support this view as a useful merger (personal communication 2006). 
Both Barnett (1997) and Boud and Walker (1990, 1993) are comprehensive 
models whose origins comply with the aims of my portfolio. To further 
establish suitability of application to the analysis and interpretation of my 
projects the logical congruence of these models with the portfolio aims 
requires consideration.
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1.3.3 Logical congruence
Barnett's (1997) use of criticality within the domains of self, world and 
knowledge are useful as building blocks for reflection given that the projects 
ultimately involved self-engagement that contributed to knowledge and to the 
world. Similarly, Boud and Walker's (1990, 1993) concept of learning from 
experience has particular resonance as I utilise the portfolio to draw out my 
particular learning from a series of life and workplace events.
I believe that the aims of the portfolio require not just se/f-ref lection, but rather 
a reflexive account of my contribution to knowledge and practice. While Boud 
and Walker's (1990,1993) model offers the strongest position in terms of 
examining and learning from past experiences, a model encompassing 
greater reflexivity and critical reflection is required to fully investigate the 
context in which the projects took place and actions arising. My projects are 
firmly held within the public domain; therefore I also needed to explore the 
impact on the wider community including the impact upon knowledge 
development. This requires greater exploration through the use of a model 
that includes application of facets that could go beyond introspection and self- 
development towards reflexivity and critical reflection.
Barnett (1997) proposes a framework of criticality with broader application to 
practice beyond self-development. The only direct application of Barnett's 
(1997) work within health care work was located in Brechin et al's (2000) book 
on critical practice. However, his numerous writings on the subject of 
knowledge within higher education (http://k1 .ioe.ac.uk/scho 
ols/leid/staff/RAB Pubs.pdf) are widely cited. Barnett (1997) describes 
reflection as a component of a broader concept of critical thought. Barnett 
(1997) provides the important components of critical theory that I deem 
essential to my portfolio aims: reflexive knowledge, the search for meaning 
and understanding as legitimate form of enquiry and the importance of 
context. Barnett (1997) concurs with Habermas's (1971) view that knowledge 
is socially constructed. Rather than focusing on individual learning, Barnett
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(1997) emphasises the importance, within disciplines, of broadening out the 
narrow lens of critical thinking or reflection, to a more inclusive, collaborative 
model of critical thought. Ultimately, Barnett (1997) suggests that disciplines 
require not only critical self-reflection but also critical analysis and action. He 
describes three classifications of 'criticality' which together outline the 'scope 
of critical being' (Barnett 1997: 69 emphasis authors own). These are critical 
reason, critical self-reflection and critical action (Figure 3). These operate 
within what Barnett (1997) describes as the domains of criticality- knowledge, 







Figure 3 The critical being as an integration of the three forms of 
criticality (adapted from Barnett 1997).
Overarching Statement Developing a Professional Working Theory Through Critical Reflection Section A 39
Domains Forms of Criticality
1. Knowledge Critical Reason
2. Self Critical Self-Reflection
3. World Critical Action
Table 1 The three domains of the critical being and their associated 
forms of criticality (Barnett 1997)
1.3.3.1 Criticality within the three domains of knowledge, self and the 
world
Barnett (1997) suggests that criticality within the three domains of knowledge; 
self and the world together overlap to produce the critical being (Figure 3). 
Through the use of criticality within the three domains the person deploys 
criticality frameworks in action and professional knowledge becomes 'critique 
in action' (Barnett 1997:139). The person therefore becomes a critical being 
concerned with critical self-reflection, critical action and critical reason (Barnett 
1997). These terms appear to be congruent with my experiences over the 
nine year period as I developed not only in myself, but expanded my 
knowledge base through research and education and ultimately took critical 
action by informing the world through publication.
1.3.3.2 Critical Reason
Within the domain of knowledge, Barnett (1997) describes the application of 
forms of criticality as critical reason (Table 1). This suggests critical thought 
with regard to 'propositions, ideas and theories, especially as they are 
proffered in the world of systematic knowledge' (Barnett 1997:65). It involves 
the questioning of established doctrine, policies, procedures and knowledge 
using critical thinking skills. Within the knowledge domain, overarching skills of 
self-reflection are utilised across the levels of criticality. Thus self-reflection is
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not confined to the domain of self, but essential self-reflective skills are 
required across all domains. Critical reason encompasses self-reflection of a 
disciplinary and educational nature and begins with critical thinking skills 
within the discipline. It then moves on to reflexivity, which incorporates 
reflection and challenging of one's own understanding. After this begins the 
refashioning of understandings by critical thought regarding assumptions of 
the discipline and finally transformation occurs in this area through formal 
critique of knowledge. Critical reason occurs exclusively within the domain of 
knowledge.
1.3.3.3 Critical Self-Reflection
Critical Self-Reflection encompasses reflection that is critically reflective and 
ultimately involves self-realisation. This commences with the use of critical 
thinking skills within the discipline in the form of self-monitoring according to 
required standards and norms. It then progresses to reflexivity incorporating 
reflection on one's own projects. Subsequently, the refashioning of 
understandings through the development of self within traditions and finally 
transformation occurs through reconstruction of self. Critical Self-Reflection 
occurs wholly in the domain of self.
1.3.3.4 Critical Action
Critical action occurs in the world, that is, in the practice environment. Barnett 
(1997) emphasises the 'world' as the most crucial and neglected area of 
reflection. He believes criticality needs to be emphasised here in relation to 
practice environment. He describes the domain of the world as the 'dominant 
mode(s) of reflection'. Barnett (1997:99) believes strongly that the self- 
reflection of metacompetence (reflection on competence and skills within the 
discipline), reflective practice and active problem solving used within this 
domain could act as a 'self-monitoring of one's performance in the real world' 
and ultimately improve the practice of the discipline.
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Barnett (1997) asserts that up until now, criticality has been marginally 
interpreted, relying only upon reflection in the formal knowledge domain.
'critical being in the other two domains of self and of the world, has, 
until recently, been neglected; in so far as they have been given 
any attention, critical self-reflection and critical action have been 
accorded a marginal place..' (Barnett 1997:77),
He suggests that criticality should include a framework for critical action 
thereby facilitating decision-making and action in the real world of practice. 
Critical action, he suggested, involves four feats: critical skills; reflexivity; 
refashioning of traditions and transformatory critique. Barnett (1997) provided 
an overview of these (termed levels of criticality) and how they apply to all the 
three domains (knowledge, self and the world) within the context of critical 
reason, critical self-reflection and critical analysis (Table 2).


























































































































































































































































































































































































































































Rather than merely reflecting internally on events (at a personal level), these 
classifications of criticality, allow individuals to act as critical beings. Thus not 
only reflecting and thinking critically within oneself, this self-reflection is 
extended to critical analysis of knowledge that informs practice and also 
extends to critical action within the world. Thus Barnett's (1997:70) 
classification of criticality extends beyond reflection and allows the individual 
to 'act critically in the wider world, or to evaluate critically theories produced 
within bodies of thought or, indeed to understand (oneself) critically'.
Barnett (1997) also identifies eight forms of self-reflection that are required 
across the three domains of self, world and knowledge. These are self- 
reflection on one's own disciplinary competence; educational reflection; critical 
reflection; reflection as metacompetence; the reflective practitioner; reflection 
as self-realisation; reflection as social formation and societal reflection. Both 
criticality and self-reflection can be used within the three domains: knowledge, 
self and the world. Rather than a descriptive narrative, an explicit framework 
such as Barnett's (1997) provides a rigorous framework that would provide 
more specific and detailed responses to my own personal interrogation. 
Rather than simply introspect, or reflect on my past actions in relation to my 
projects, this framework provides for reflexivity. Reflexivity provides for a 
deeper analysis that goes 'beyond the usual introspective focus of reflection to 
consider the wider social and political context' (Freshwater and Rolfe 
2001:530). It allows me to analyse my previously held beliefs, question the 
impetus for my projects and consider the outcomes of the projects. This 
provides new meaning, which is the very essence of my portfolio aim, thus 
providing an 'understanding of (my) self in context' (Freshwater and Rolfe 
2001:531). From this new understanding thus emerges as my professional 
working theory.
This framework once developed was used to analyse and interpret each of my 
two projects to develop my professional working theory and hence to provide 
the evidence of coherence and continuity to inform the overarching statement. 
Although opposed to formulaic approaches, Freshwater and Avis (2004)
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suggest that critical reflection, as a method should use structured processes. 
Therefore the development of a specific framework for critical reflection, using 
Barnett's (1997) work, allows for interpretation on my projects that 'sheds new 
light on the meaning' of my projects (Freshwater and Avis 2004:9). A 
preliminary framework is presented in Figure 4. I have superimposed the skills 
of self-reflection (across the top) upon the appropriate levels domains and 
forms of critical being (Table 2). Figure 4 outlines the emerging Framework for 
critical reflection based on application and interpretation of Barnett's (1997) 
work.
The consideration of reflection within the three domains: knowledge, self, and 
world together with the reflexive approach and overt consideration of context 
indicate logical congruence with my portfolio aims. The framework also 
provides guidance to individuals with regard to its use and indicates the 
desired outcome (Cormack and Reynolds 1992). Within the domains of self, 
world and knowledge specific guidance is provided about the nature of 
reflection within each. Different levels of criticality that can occur in each 
domain are outlined. Placing the mechanisms of self-reflection across the top 
of the table outlines how self-reflection can be used within each domain.




































































































































































































































































































































































































































































In order to consider its use, further critical analysis is useful. Even though my 
analysis deems this model to be a comprehensive contemporary tool for 
critical reflection two issues emerge with its use in isolation. Firstly, the model 
refers to ongoing reflections in practice, as the practitioner strives to improve, 
and become a critical being rather than my aim a retrospective analysis of 
projects. In this regard Boud and Walker's (1990, 1993) focus upon learning 
from experience is more apt. Secondly, Barnett's (1997) framework serves 
mainly as a descriptive explanatory framework, rather than an operational 
model. To this end, interaction between the levels of criticality, each domain 
and the skills of reflection require a lever to put the framework into action. It is 
my opinion that Boud and Walker's (1990, 1993) model provides the required 
synergism. Barnett (1997) provides the consideration of context and 
environment lacking (but recognised as important) by Boud and Walker (1990, 
1993), whereas Boud and Walker (1990, 1993) provide a detailed model for 
looking back, interpreting experiences and learning from these. By 
superimposing Boud et ars (1990, 1993) model onto Barnett's (1997) 
framework a useable framework emerges. Further enhancement with the 
practical application of Boud and Walker (1990, 1993) thus facilitated the 
retrospective analysis required for the projects, provided for practical 
application and allowed me to draw out my particular learning from my 
experiences.
Further consistencies with the use of Boud and Walker (1985, 1993) include a 
focus on overall learning from experience being thereby compatible with my 
overall aim. This model provides for learning more from experience than from 
reflection in order to develop a new understanding and appreciation. Boud 
suggests that 'all learning is really learning from experience and reflection is a 
means for doing it' (Boud 2006 Personal communication). The projects began 
quite some time ago, and are not specific incidences therefore the first phase: 
returning to the experience is a very apt title for the commencement of my 
reflection due to this time lapse. Boud and Walker's (1990, 1993) model also 
attempts to deal with feelings associated with the event (rather than actual 
feelings) and this also fitting. The description of attending to the feeling in the
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second phase is also very apt in this particular context given that I was not 
able to describe the actual feeling of the time as required by other models 
(Gibbs 1984, Johns 1999, 2004, Taylor 2000, 2006), but rather I attended to 
the feelings in the here and now as they occurred as I reflected. 
The third phase: re-evaluating the experience is further broken down into 
three stages: (1) association; whereby new information from the reflection is 
associated with existing knowledge and attitudes and the relationships are 
observed (Boud and Walker 1990, 1993). (2) Integration: identifying the nature 
of the relationships that have been observed in the association phase and 
drawing new conclusions and insights from the data towards the piecing 
together of new attitudes (Boud and Walker 1990, 1993). These are then (3) 
tested by validation to ascertain whether there are contradictions or 
inconsistencies between the new understandings and existing knowledge and 
beliefs (Boud and Walker 1990, 1993). Again the terminology here is very 
fitting. The aim of my portfolio is to come to new understandings in relation to 
previously conducted projects in the particular social and personal context in 
which they occurred. Outcomes expressed by other models are restrictive, 
relying on questions such as 'what would you do if it happened again' (Gibbs 
1988), and 'How do I now feel about this experience' (Johns 1999, 2004). 
Boud and Walker (1990, 1993) allowed me to make sense of this reflection by 
seeing where it fits with new knowledge that I have developed (a) since the 
projects took place and (b) since I began the portfolio.
David Boud has recently moved away from use of specific frameworks of 
reflection (Boud and Walker 1998) to a broader concept of Experience-Based 
Learning (EBL) (Andresen et al 2000, Boud et al 2006b). Within this concept, 
the latter authors encourage learning from experience based including these 
guiding principles:
• Learning is socially and culturally constructed
• Learning is influenced by the socio-economic context in which it occurs 
(Boud and Walker 1993)
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For these authors reflection still holds a central place within EBL, but this is 
only one component of a broader concept of learning from experience 
(Andresen et al 2000). These authors still value their model of enquiry (Boud 
et al 1985, Boud and Walker 1990, 1993) as facilitative while learning from 
experience but accept that this requires additional consideration of context 
and culture. However, they do not provide specific direction with regard to this 
and admit that 'there is no adequate framework to assist learners to promote 
learning in the midst of experience1 (Boud and Walker 1993). Consequently, 
while deciding to utilise Boud and Walker's (1990,1993) model as a 
contributory concept for my own framework for reflection, I then expanded this 
reflection to further encompass the notion of context through the added use of 
a critical reflection framework (Barnett 1997). The authors acknowledge that 
their consideration of context is limited (Boud and Walker 1998) and although 
not offering alternatives they suggest adequate reflection requires serious 
consideration of context taking into account a critical theory perspective.
An illustration of the emergent framework that combines Barnett's (1987) 
framework for criticality with Boud and Walker's (1990, 1993) model for 
learning from experience is provided in Figure 5. This framework has 
extensive consideration of context, through reflection in the domains of 
knowledge, self and the world. It allows for critical reflection and reflexivity and 
it also allows for retrospective application of a criticality framework through the 
use of an Experienced Based Learning model developed by Boud and Walker 
(1990, 1993). In the final application and analysis of this framework, Boud and 
Walker's (1990, 1993) framework provides very useful elements for 
subsequent validation of my reflections and the development of new 
meanings from the information. This assists with Barnett's (1997) call for 
reconstruction. In the final phase, Boud and Walker (1990, 1993) provide for 
association and integration, whereby reflections are interpreted and new 
meanings applied. They also provide for validation whereby these 
understandings may be tested for validity against current evidence or 
knowledge. Of interest to note is that both Boud and Barnett support my 
original synthesis of his model. Upon perusal of an early draft of my work
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Boud commented thus: '1 really like the contextualisation of your approach in 
the work of Barnett and the ways you have used others to unpack this' 
(Personal communication with Boud 2006). Similarly, Barnett stated:
Thank you for puzzling it [Barnett's model of criticality] out and 
thinking through its implications in a particular setting. I was 
intrigued as to your integration of David Boud's work and my own. 
There, you have set up a complex model worthy of consideration' 
(Personal communication with Barnett 2006).
This supports the credibility of my proposed framework and further exploration 
of credibility within Fawcett's (1995) framework for critical analysis of 
conceptual models would be useful.
























































































































































































































































































































































































































































































































Fawcett (1995) suggests that credibility of conceptual models requires 
consideration. In terms of specific questions to direct this particular enquiry 
Cormack and Reynolds (1992) suggest questioning whether the model is 
based on tested and accepted theory and whether it is valid and reliable? It is 
useful to consider current criticisms of reflection. I was involved in a critique of 
reflective practice (Carroll et al 2002) wherein my colleagues and I suggested 
that further empirical work is required to identify the ultimate benefits to 
practice and patient care. We (Carroll et al 2002) suggested that while 
reflection is a useful tool for learning, we were skeptical about its evidence 
base. I was pleased to see that this paper generated debate, and our views 
were supported by Newell (2002) who previously voiced skepticism with 
regard to the purposed benefits of reflection for these reasons (Newell 1994). 
However, Rolfe (2005:82) recently contended our arguments suggesting that 
the reflection itself provides the empirical evidence:
'evidence of practice in the form of naturalistic research and 
reflection-on-action has closer links with practice than evidence for 
practice in the form of non-naturalistic experimental research'.
The view that the reflection itself provides the evidence is in keeping with 
Whitehead's (2000) views and is consistent with the action research and 
reflective approach required in this thesis. My own views about the value of 
reflection have changed since writing this paper (Carroll et al 2002). At the 
time, I was influenced by the use of reflection within education and practice in 
the Republic of Ireland. Predominantly Gibbs' (1988) model was (and still is) 
used (National Council for the Professional Development of Nursing and 
Midwifery 2003). From the discussion of origins above, there are limitations for 
use of this model in professional practice, as it was designed for classroom 
teaching and has a limited theoretical basis, perhaps justifying our call (Carroll 
et al 2002) for caution with regard to the proposed benefits of models of 
reflection. My literature search revealed limited testing of models of reflection 
perhaps because many models consist of lists with varying degree of detail, 
and thus renders them difficult to subject to theoretical investigation. For the 
purposes of my portfolio, two models of reflection emerge strongly from an
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analysis of origins, comprehensiveness and logical congruence Boud and 
Walker (1990, 1993) and Barnett (1997). Both of these approaches certainly 
have sufficient theoretical detail to provide for rigorous examination. Barnett 
(1997) drew extensively on the work of Habermas (1971) Foucault (1974, 
1980) Popper (1972). However, whereas Habermas's (1971) work lacks 
specific direction for reflection on action (Swindall 1999), Barnett's (1997) 
work provides a practical application of critical social theory, suitable for use 
within disciplines (Brechin 2000), thus providing a claim to credibility. Boud ef 
al's (1985) model underwent significant development over a twenty-year 
period (Boud and Walker 1990, 1993, 1998, Andresen ef al 2000, Boud et al 
2006b). Their work has developed from their teaching and workshops in 
Sydney Australia, and from their international writings and presentation. Their 
recent book demonstrates significant theoretical development as their work 
formed the basis of a large longitudinal international research project entitled 
'Productive Reflection at Work' (Boud et al 2006b).
In terms of credibility, two prominent academics (Me Kenna 1999 and Yoong
1999) recommended Boud ef al's (1985) model for use in development of
practice theory. This support for its use, together with the level of conceptual
development lends credibility and validity to this model, thus rendering it
suitable for inclusion within my own reflective framework. Similarly, Barnett
(1997) has also been understood and simply applied to health and social care
practice by Brechin (2000). Although no specific testing of the latter
framework has been identified, its subsequent adaptation by Brechin (2000)
provided quite detailed application within health and social care. Furthermore,
this publication of Barnett's (1997) work as a contemporary model of reflection
for practitioners in health and social care is a testament to its reliability and
validity. This level of testing may suffice, and is certainly comparable to limited
level of testing of other models of reflection (Carroll ef al 2002). It also
complies with Rolfe's (2005) notion that the interpretive application suffices for
reflection, rigorous testing, he suggested is not required. In addition to
credibility, theory generation is also a consideration when selecting
appropriate models (Fawcett 1995).
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1.3.5 Generation of theory
Barnett's (1997) work is certainly comprehensive, logical, congruent and 
credible (Brechin 2000). Theory generation potential is also present. It was 
directed at professionals working in disciplines and from this perspective is 
ultimately congruent with the portfolio aims. Similarly, Boud and Walker (1990, 
1993), through their recent international research initiatives (Boud et al 2006a) 
continue to generate theory. There is also potential for theory generation 
demonstrated through the application of these frameworks to my portfolio. As 
previously described, the individualistic, simplistic and situation-focused 
nature of most models of reflection renders it difficult to generate theory that 
can be applied outside the individual (Boud and Walker 1990, 1993). Through 
the use of the developed framework I have been able to identify my 
professional working theory. I have also identified core themes 
(disempowerment, knowledge, emancipation and empowerment) through this 
critical reflection. These can be applied to the wider context of nursing in the 
Republic of Ireland and have been validated within my reflections in Section B 
and C using current literature. Thus this newly developed hybrid model 
displays specific credibility and validity in the extent to which it permitted me to 
attend to the overall aims of the portfolio route, while at the same time 
provided a comprehensive and detailed framework that allowed examination 
of several years of personal work. However, its usefulness as a model of 
reflection per se has not been explored. Although beneficial for the necessary 
exposition required within the portfolio route it may prove overly complex for 
everyday use within nursing or educational practice.
Given the consistency of Barnett's (1997) and Boud and Walker's (1990, 
1993) frameworks with my portfolio aims, their comprehensiveness, credibility 
and potential for theory generation this combined approach offers a novel and 
applicable approach to reflection that has logical congruence with my portfolio 
aims. In keeping with Freshwater's (1997) analogy of the journey into the 
unknown, associated with reflection on practice and Cryer's (2000) analogy of 
the student as explorer, undertaking my projects and subsequent reflection 
(Section B and C) involved 'a major mission of discovery' (Cryer 2000:190). 
These projects took nine years to complete. In the first project (Timmins 2002
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page 131) I critically appraised previous literature in the area, designed and 
tested methods, collected and analysed data as well as providing a theoretical 
interpretation of the work in the published format. The second project 
(Timmins 2005a page 298) involved a major appraisal of previous work in 
many areas, a unique presentation of nursing theory and research and a 
theoretical interpretation of this work. While these were anticipated outcomes 
of the projects, this portfolio prompted me to continue on this mission of 
discovery in order to discover the unanticipated outcomes (Cryer 2000) of the 
research journey with the aim to fully explore the original and significant 
contribution to knowledge.
Within both explorations and indeed the original project work I was cautious to
adhere to ethical principles throughout. Project One (Timmins 2002 page 131)
complied fully with required ethical standards and ethical approval was
obtained from the hospital concerned. Patients consented to participate and
data remained anonymous and was storage protected according to local
policy. Project Two (Timmins 2005a page 298) was a large undertaking with
regard to the extent of literature explored to provide guidance to nursing
practice. According to the principles of beneficence and non-malificence
(Burns and Grove 2005), it was imperative that nursing practice was not
compromised in any way through my recommendations. To this end I
endeavoured to provide a thorough, comprehensive and unbiased account of
the literature in the relevant areas. The comprehensive nature of the reading
for the book was commented upon within a recent book review (Read 2006).
In relation to the current reflection upon these projects, I took care to ensure
that testimonies received from individuals were managed appropriately. This
involved ensuring that individuals were clear on the purpose and ultimate use
of these (including revelation of identities); that individuals were free to chose
to reply; that guidelines regarding content were related to experiences of joint
projects in the broadest sense and therefore non-specific and non-directive. I
did not invite testimonies from individuals with home I have a direct
supervisory relationship with. As both projects took place and effectively
operated within the world of nursing, a nursing database (CINAHL) provided
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the primary source of information retrieval to support reflection upon the 
projects.
From my first contact with the University of Glamorgan I was fascinated with 
the possibility of reflecting upon my projects. Having been involved in more 
than 9 research studies, and more than 40 published papers and 40 
conference presentations I believed that this reflective route was a new and 
exciting challenge, quite different from familiar traditional methodologies. 
Indeed, I embraced this challenge in the portfolio and I have embarked upon a 
life-changing journey during its completion. I did not set out at the beginning a 
clearly defined overarching question for both projects, although each project 
had specific aims. However, it was the process of critical reflection that 
revealed the inherent meaning within and relationships between my projects.
Consequently, my reflections on both projects are presented in the following 
sections (Section B and C) using this framework for critical reflection (Figure 
5). These analyses within these sections are presented under the headings of 
each of the three domains: knowledge, self and the world (Barnett 1997). 
Subheadings within these themes are identified according to Boud and 
Walker's (1990, 1993) model of reflection: returning to the experience, 
attending to the feeling, and re-evaluating the experience 
(association/integration/validation and appropriation). The findings from this 
analysis serve to inform the overarching statement.
This section aims to provide an overarching statement of the portfolio. This is 
informed through critical reflection upon both projects presented in Section B 
and C. This section summarises the interpretation of my projects (Section B 
and C) using a framework for critical reflection (Figure 5 page 51). Finally, this 
section provides a reflective overview of my two projects in order to highlight 
my unique contribution to knowledge and my professional working theory is 
constructed as a result this reflection.
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1.4 The Overarching Statement
1.4.1 Introduction
A review of the literature on the topic of reflection revealed weaknesses in the 
current application of reflection to practice, by virtue of the predominantly 
focus on self and concern with simple practice outcomes. I devised a 
framework for critical reflection (Figure 5 page 51) based on Barnett's (1997) 
notion of criticality. Rather than concern purely with self, Barnett (1997) 
suggested that professionals should further reflect within the knowledge of the 
discipline and within the wider world of practice. This approach is in keeping 
with the overall aims of this project, which seeks to explore connections 
between projects and examine their impact not only on myself, but also on the 
discipline of nursing.
Upon further critique I deemed Barnett's (1997) framework as a valid 
conceptual model to use to explore my unique and significant contribution to 
knowledge. However, this latter work serves mainly as a descriptive 
explanatory framework, rather than an operational model. Further 
enhancement with the practical application of Boud and Walker (1990, 1993) 
thus facilitated the retrospective analysis required for the projects, provided for 
practical application and allowed me to draw out my particular learning from 
my experiences. The final framework: the Framework for critical reflection 
(Figure 5 page 51) guided my enquiry. This framework was applied to both 
projects in turn (Section B and C). This later enquiry was supported by a 
compilation, in the relevant appendices, of some of my research endeavours, 
publications and projects in chronological order together with statements from 
co-workers, citations and/or reviews.
Critical reflection is the cornerstone of this PhD by portfolio. Through critical 
reflection upon this work, and the development of an overarching statement 
that draws the work together this thesis aims to demonstrate the breadth and 
depth of discussion consistent with that of a PhD thesis. Ultimately this 
portfolio aims to demonstrate originality, as shown by the topic, the
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methodology employed and the emergent distinct contribution to knowledge 
(Elphinstone and Schweitzer 1998). Operating from a critical perspective 
within these three domains (knowledge, self and world) enabled me to 
become what Barnett (1997) terms a critical professional. Using critical skills 
to return to my experiences revealed that I engaged in self-monitoring and 
reflection upon standards of nursing care within the context of self- 
disempowerment in an oppressed system of nursing. I displayed critical 
thinking skills that sought to challenge practice at the time, and sought to 
solve problems by becoming engaged at local level in policy development and 
through seeking out new experiences and information. As my knowledge 
developed I became reflexive and able to engage in critical thinking within the 
discipline and self-reflection. The refashioning of my own traditions occurred 
after my first third level experience, as I experienced emancipation for the first 
time. I began to work towards empowerment within the discipline through 
writing these projects and engaging in critical thought around particular topics. 
My transformation led to self-empowerment and ultimately empowerment of 
others. This reconstruction of self is ongoing and I operate critique in action.
Consistent with Habermas' (1970) views of knowledge, this portfolio draws 
together epistemological knowledge generation in the two projects that are 
described in Section B and C, interpretive knowledge through my lived 
experience of the projects and critical knowledge developed through the 
critical reflection within the portfolio.
Habermas (1971) believed that people strive for liberation through 
emancipation. My emancipation has been enhanced through critical reflection, 
which is the expected outcome according to Habermas (1971). The evidence 
of this transformation, this empowerment of self, patients and nurses is 
manifested in the placing of knowledge, skills and education development on 
this transformation within the public domain in both projects. Critical practice 
involves ongoing reflection and working with difference towards 
empowerment. The reflexivity demonstrated within both projects indicates that 
critical action is ongoing and that this journey is not over, but has just begun.
CO
Overarching Statement Developing a Professional Working Theory Through Critical Reflection Section A J0
Enlightenment and emancipation as described by Habermas (1971) have 
occurred as a result of my portfolio journey. Specifically, as Barnett (1997) 
described my self-reflection resulted in self realisation as:
'Unconcerned with theoretically based self-enlightenment and not 
boxed in by paradigms of appropriate action in the context of a 
client-professional relationship. What matter(ed) here (was) the 
individual's (my) own projects, in and for herself (myself). On 
account of reflection, (my) our educational practices will begin from 
personal experience, will celebrate it and will encourage a self- 
belief in it. We become ourselves by becoming aware of our own 
projects, and being secure about ourselves as pursuers of those 
projects. We define ourselves through our personal projects. More 
than that, projects hitherto classified as attempts to understand the 
world are re-constituted as projects of self-discovery... higher 
education becomes a form of personal action research in which the 
student's hopes and ideas are tested. Self-reflection, understanding 
and action are integrated (Barnett 1997: 98)
An important part of this reflective journey was as Brechin (2000:35) 
described an understanding of:
'individuals (including oneself) in relation to socio-political and 
ideological context within which meanings are socially constructed'
This was facilitated through reflection on the experience, returning to the 
event, attending to the feelings and evaluation of the experiences (Boud and 
Walker 1990, 1993). All of this took place in the context of the domains of 
knowledge, self and the world using the skills of critical analysis, reflexivity 
and reflection (Barnett 1 997). Critical reflection within the projects reveals an 
emerging consciousness regarding knowledge, self and the world.
Barnett (1997:137) calls for a 'new notion of professionalism' underpinned by 
critical practice. The duty, he suggests, of professionals is to 'profess' (Barnett 
1997:133). He asserted that the framework for the critical professional 
enables professionals in this 'duty ... to speak out', rather than encouraging 
'professional... allegiance (which) can turn into inertia and defensiveness' 
(Barnett 1997:133). Barnett (1997:139) contends that professionalism involves
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understanding and using his outline of criticality. Speaking out, as I have done 
through publication and presentations assumes the function of critical 
practitioner. However, this may be further analysed through the use and 
application of the Framework for critical reflection that I have developed 
(Figure 5 page 51). Particular emphasis is upon reflexive knowledge; the 
search for meaning and understanding as legitimate form of enquiry; the 
importance of context and the centrality of reflection to the process of 
knowledge development
Ultimately, the critical reflection within this portfolio has represented an 
unlearning process for me (MacDonald 2002). MacDonald (2002) suggests 
that reflection can facilitate this unlearning process. Nested within the context 
of transformative learning (Boyd and Myers 1988), unlearning seeks to make 
connections between one's personal unconsciousness and collective 
unconsciousness. Initially in this process the learner is receptive and open to 
'discomforting messages' and later recognises 'significant connections' and 
grieves for the loss of previous ways of seeing reality ' the loss of fundamental 
assumptions which until now had brought certainty and security' (Boyd and 
Myers 1988: 277). Through the course of self-reflection I initially had quite 
discomforting messages about my past experiences that provided new 
insights into the rationale and basis for the projects. Gradually, due to 
reflection within the domains of knowledge and the world, I began to see 
significant connections, between my experiences and feelings and the 
environment of nursing in the Republic of Ireland. I extrapolated these 
significant connections using my framework for critical reflection (Figure 5 
page 51).
Jasper (2005) suggests that reflective writing may be analysed in a similar 
way to other narrative data. Thus I subjected data from my reflections upon 
my projects (Section B and C) using my framework for critical reflection and 
their associated narratives to simple thematic analysis. From reading through 
these reflections and narratives I was able to identify recurring themes within. 
Four emerging themes were pervasive through the execution of the projects. 
These were disempowerment, knowledge, emancipation and empowerment.
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These themes thus provide the coherence and continuity required in a 
portfolio thesis.
1.4.2 Disempowerment
Through the use of my framework for critical reflection (Figure 5 page 51), 
disempowerment emerged as an overarching theme within the projects. 
Murphy (2005:132) provides a definition of disempowerment in the context of 
nursing:
'Disempowerment transpires when individuals are deprived of 
opportunities for growth and development. They are excluded from 
decision-making processes and frequently lack resources to 
perform their job effectively whilst still being responsible for their 
actions. Hence nurses feel frustrated, incompetent and have little 
loyalty to their organisation'
This frustration results from lack of power (Attridge and Callahan 1989). My 
frustration was certainly evident within my reflections. It is very clear to me 
now that the impetus for my projects (Timmins 2002 page 129, Timmins 
2005a page 296) developed from my experiences of disempowerment within 
the oppressive and hierarchical culture of Irish nursing. This disempowerment 
resulted in oppression within the nursing workforce. Oppression means being 
put down or demeaned, and within Irish nursing this manifested itself as a 
display of submissiveness and inability to speak out or be assertive (Cowman 
1989) within the context of a hierarchical management style (Condell 1998). 
This resulted in frustration and my own frustration and disempowerment 
mirrored that of the workforce of nursing in the Republic of Ireland at the time 
(Treacy and Hyde 2003). Reflection revealed my views on the routine 
approach to care that prevailed in Irish nursing at the time:
'..frustrating for me, and induced anger; the overwhelming feeling 
however that I have now is sadness. Sadness to think that I lacked 
so much freedom and was so disempowered by the hierarchy and 
routines that existed. Of interest to note is that these feelings 
(frustration, anger and humiliation) are resultant from lack of power 
(Attridge and Callahan 1989). It is also interesting that Farrell 
(2001) noted that these very routines serve to disempower nurses' 
(my personal narrative page 108).
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This routine approach to care served to disempower both clients and myself:
'I was uncomfortable that I did not have my own decision making 
power or voice. I now recognise this as loss of humanity that 
occurs within oppression as described by Freire (1970). The 
instance and preoccupation with hospital routines which I perceived 
as a retrograde style of nursing, actually sought to dehumanise 
patients' (my personal narrative page 112).
'My getting to know the need of the patients was very much on a 
trial and error basis. Indeed the methods of working did not often 
aspire to attending to these needs as roles and responsibilities 
were ascribed in a series of duties: washes, observations (blood 
pressure, pulse and temperature) and 'back rounds'. Back rounds 
were four or six hourly turns of all patients using a specifically 
designed 'back' trolley that included a washbasin and all relevant 
paraphernalia. A similar trolley was used for the morning washes. 
There was nothing individualised about care' (my personal 
narrative page 254).
Client disempowerment was also obvious. I recall that one lady 'lost' her real 
name during hospitalisation:
'Upon questioning her about her modern name (Karen) which I 
thought was unusual for an elderly lady, retorted 'oh no dear that's 
not my name, I got that when I came in here'. Although at some 
level I was aware of the deficits that I have described in the nursing 
situations, the oppressive element was not clear until now. 
Consistent with Freire's (1970) definition of oppression, there was 
very little freedom of choice for either nurse or patient in many of 
these situations' (my personal narrative page 113).
Disempowerment was more widespread than the clinical area and I noted this 
also occurred within the hospital-based School of Nursing:
'Oppression within the nursing school was terribly disheartening. 
Having struggled for so long to be free and been given a glorious 
taste of freedom in University, my dreams for this role were ultimate 
self-realisation through the practice of my new found knowledge. 
However, this situation was not to be. The school was operated like 
an antiquated ward environment, with strict rituals around 
behaviours' (my personal narrative page 261).
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This disempowerment had a profound influence on me at a subconscious 
level:
'Looking back, although not obvious to me at the time, I suffered 
the same lack of humanity as those who are oppressed (Freire 
1970). On the wards I was a non-entity, except as a worker to get 
the job done. The ward routine prevailed; opinions were not 
required or welcomed. Furthermore, while this routine and ritual 
oppressed and also took power from me, ultimately it served to 
dehumanise clients. Each client was segregated into a number of 
tasks that had to be performed, regardless in many cases of their 
personal preference' (my personal narrative page 113).
Recent evidence supports my views of the oppressive nature of the 
environment thus validating the disempowerment that I felt (Condell 1998). 
Treacy and Hyde (2003:92) recently articulated the predominant deep 
entrenchment of Irish nursing within the medical model of care:
'nurses work within very bureaucratic and hierarchical structures 
that are not conducive to professional development and do not 
assist in the articulation of the value of nursing. Within these 
structures the direction of nursing has been determined by 
medicine'.
Furthermore, Hyde et afs (2005) study found that despite the use of the 
Roper Logan and Tierney model (Roper ef a/ 1980, 1985, 1990,1996), an 
analysis of nursing documentation in the Republic of Ireland indicated that this 
is often little more than a paper exercise with 'references to ADL's for 
impression management' only (Hyde et al 2005:7). Their analysis revealed a 
predominantly medical approach to care by nurses. In addition, Hyde ef al 
(2005:7) noticed that these nurses constructed a social reality that exercised 
control of the client, placed a high value on rituals such as the 'daily-all-over 
wash' and a low value on client expression of self. Irish nurses were noted to 
be 'unquestioning and submissive' (Condell 1998:18), a pattern that was 
'intrinsic to the whole social and traditional fabric of nursing in Republic of 
Ireland' (Cowman 1989:26).
Nursing student disempowerment is also a feature of Irish nursing. Begley and 
Glacken (2004) reveal that there is a growing awareness about the
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oppression present within Irish nursing and the effects that this has on nursing 
students. Begley (2002) in a large study of student midwives in Republic of 
Ireland finds severe oppression within this group. Begley and Glacken 
(2004:502) suggest 'oppression of nursing students occurs in both the clinical 
area and in the classroom'. This oppression is current and is likely to resolve 
over time with the ongoing and pervasive changes to the development of the 
nursing profession that the Republic of Ireland has witnessed since 1998 
(Government of Ireland 1998).
My personal disempowerment reflects that of the nursing profession in the 
Republic of Ireland. Although masked initially by false consciousness, it led 
me towards questioning my own practice within the cultural context of the 
Republic of Ireland at the time and led me to seek further knowledge 
acquisition.
1.4.3 Knowledge
Knowledge emerges as another theme within the Portfolio. Boud and Walker 
(1993) believe that powerful knowledge is gained through experience. Indeed, 
Habermas (1971) believes that the root of all knowledge is embedded in the 
'socio-cultural form of life' (McCarthy 2002:26). He suggests three general 
orientations guiding modes of enquiry. In sciences of nature (concerned with 
predicting and controlling events) this is technical interest. That which is 
rooted in securing and expediting possibilities of mutual and self- 
understanding of life was termed practical interest. The third mode he termed 
critical reflection. Taylor (2006) asserts that Habermas's (1971) modes of 
enquiry have particular relevance for nursing practice. Thus she categorises 
nursing knowledge into empirical (generated through the scientific method), 
interpretive (generated through understanding and lived experience) and 
critical (emancipatory, based in critical social theory) knowledge. Reflection 
within this portfolio indicates that I gained my initial impetus towards the 
projects (Timmins 2002 page 131, Timmins 2005a page 298) from my 
interpretive knowledge (outlined in Section B). This led me to a technical 
interest culminating in empirical knowledge creation during a research study in
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Project One (Timmins 2002 page 131). Finally I achieved critical knowledge 
through the reflection within the portfolio.
The two projects (Timmins 2002 page 131, Timmins 2005a page 298) 
represent my evolving consciousness over time (Friere 1970) although the 
extent to which I consciously understood my attempts to release myself from 
oppression was limited. I believe that Bildung perpetuated this evolving 
consciousness as a naturally occurring process that questions and seeks to 
cultivate and improve the self (Gadamer 2002).
'My intrinsic determination to rid myself of the shackles of 
oppression were not a reflection of an unusually motivated human 
being but rather a manifestation of Bildung as described by 
Habermas (1971)' (my personal narrative page 288).
Through my own self-criticism when facing situations of discomfort in the 
clinical area, I came to believe that increasing my own knowledge was 
necessary to my personal management and prevention of some of this 
oppression in practice.
'disempowerment drove me to seek new knowledge and 
experiences for myself ( my personal narrative page 109).
The first step for me in the procurement of knowledge was in relation to skills 
of assertiveness so that I could verbally address some manifestations of the 
oppressive experiences.
Very soon after I returned to work in the Republic of Ireland, I 
enrolled on an assertiveness training course. Although friends at 
the time questioned (as an outgoing confident person) my 
requirement for this, it was invaluable in dealing with the many 
situations that I encountered. In Narrative One for example, it was 
impossible to obtain assistance from staff to turn (or move) 
postoperative patients (other than unconscious patients, where two 
hourly was routine) every two hours (outside of the four times daily 
'back' rounds, which meant in effect six hourly turns). In situations 
like this I would use the assertive words 'I know that the back round 
is due at six, but I would like assistance to turn this gentleman 
now'. I now see that this assertiveness was my way of combating 
the oppression. Assertiveness became important to me' (my 
personal narrative page 110).
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Using research in practice became a method for challenging routines that 
existed:
'I spoke about the level of unnecessary observations and of a 
(then) recent retrospective analysis of the temperature recordings 
of a large number of patients over a 5-year period at the hospital 
(Carey 1990) that found that few of the temperatures recorded 
were abnormal and indeed most of the abnormal findings were 
recorded outside of these 'routine' times. The conclusion was that 
the optimal time to record temperatures was in the evening, at 6pm. 
I questioned whether observations on certain wards could be 
reduced and this was also implemented' (my personal narrative 
page 256).
I also viewed conceptual models of nursing as another solution to the 
oppression that existed:
The methods of working did not often aspire to attending to these 
needs as roles and responsibilities were ascribed in a series of 
duties: washes, observations (blood pressure, pulse and 
temperature) and 'back rounds'. Back rounds were four or six 
hourly turns of all patients using a specifically designed 'back' 
trolley that included a washbasin and all relevant paraphernalia. A 
similar trolley was used for the morning washes. There was nothing 
individualised about care' (my personal narrative page 254).
The promotion of individualised care became my aspiration. I carried this out 
in nursing practice in so far as I was permitted but ultimately I believed that 
greater knowledge would provide the necessary confidence and skill for me to 
use research and conceptual nursing models. My studies at both a post- 
registration Intensive and Coronary Care Course and at my Bachelor's 
Degree greatly improved my knowledge base.
The knowledge that I gained in the first year (biology, sociology, 
chemistry, psychology, microbiology and nursing) really sent my 
head spinning' (my personal narrative page 259).
After these studies I began with voicing my opinions about the need for 
individualised client care through publication. From initially increasing my own 
knowledge I expanded this to attempting to increase that of my colleagues 
and the profession. Ultimately my own personal knowledge development 
(through the acquisition of third level education) and the subsequent
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interpretation and investigation (through the projects) of nursing knowledge for 
the benefit of practising nurses (and ultimately patients) represented my own 
route to conquering the disempowerment that I experienced as both a nurse 
and a nurse teacher.
The knowledge that I provided through publication and presentation 
associated with Project One and Two (Timmins 2002 page 131, Timmins 
2005a page 298) provides many original contributions to knowledge in this 
field. I espouse the appropriate selection, critical analysis and use of the Self 
Care Deficit Nursing Theory (Orem 2001) to underpin client care in Coronary 
Care for the first time and provide hitherto unavailable examples of how this 
model may be used. I provide a textbook to support nurses working in 
Coronary Care that is nursing and client focused rather than based on a 
medical model of care. In this book I provide nurses with tools for critically 
analysing and adapting conceptual models for use. I also provide tools for 
individualised client information needs assessment. These are novel to the 
area. My integration of conceptual models for care, client education, risk factor 
management and implementing research-based practice is a novel and 
holistic approach to a book, which has not hitherto emerged in this area. My 
textbook on coronary care nursing is the first of its kind. The distinct focus on 
nursing and incorporation of nursing theory and research is novel in a field 
predominated by medical texts.
From my research study in Project One (Timmins 2002 page 131), I identified 
symptom management as an immediate client priority after illness. Thus 
implementing a symptom-orientated approach to teaching is a new suggestion 
for practising nurses. In particular, I elucidated the importance of 
individualised symptom management orientated education for clients 
(following myocardial infarction), encouraging nurses to focus less on routine 
information giving. I also questioned the validity of previous survey methods 
used in this field thus seeking to challenge existing knowledge. While 
researchers have competed to find the top ranking information need, I noticed 
in the course of my research study (Timmins 2002) that traditionally used
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methods of prioritising the responses was based on a means only calculation 
and visual comparison of means scores. As the means were so closely 
related (due to the failure to discriminate) in reality the top-ranking item scored 
little more than items deemed further down the priority list (the means were all 
close in range). I now suggest that from a number of studies of the topic 
(Gerard and Peterson 1984, Karlik and Yarcheski 1987, Wingate 1990, Chan 
1990, Ashton 1997, Turton 1998, Hughes 2000), that there is an established 
group of priority information areas about which most clients require 
information (symptom management, lifestyle factors, dietary advice, physical 
activity, psychological factors, anatomy and physiology and medication).
Thus I aimed for knowledge improvement among nurses, a key component of 
empowerment (Fulton 1997, Scott et al 2003), for others, myself and for the 
profession. The fact that these projects are achieving this aim is evidenced 
through international citations (Supplementary Materials page 179) and a very 
good review (Read 2006) of my book (Timmins 2005a).
As well as attempting to increase the knowledge base of nurses in the area of 
individualised care in Coronary Care, I also continued to increase my own and 
others' knowledge about assertiveness in the Republic of Ireland. I collected 
data in a large study on this topic in 2003, representing the first study of its 
kind in this context (Timmins and McCabe 2005). And I continue to write and 
present in this area.
Reflection on the projects reveals that I projected my own desire for 
knowledge on to the nursing profession as a whole. Furthermore, as I became 
knowledgeable I felt compelled to share this with others, in my practice as a 
teacher and through writing. For example, armed with new skills from college I 
developed a new way of teaching undergraduate students through the use of 
learning contracts. Similarly, as I became familiar with publication I sought to 
impart this knowledge to others.
'Critical knowledge is geared towards helping people to find their 
own power, to liberate them from their oppressive circumstances 
and self-understandings in those circumstances' (Taylor 2000:140).
/TO
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This particular form of knowledge development reflects what Wenger et al 
(2002) term the social nature of knowledge development among professional 
groups. These authors call these groups 'communities of learning' (Wenger ef 
a/ 2002:10). They highlight that a body of knowledge is developed through a 
'process of communal involvement'. Thus knowledge is not necessarily the 
prerogative of individuals (although they have knowledge); knowledge within 
communities needs to be shared. Thus I developed my knowledge base within 
my own community of practice and sought to share this to contribute to the 
communal knowledge development.
Wenger et al (2002:10) also assert that knowledge is dynamic, thus requiring 
constant update:
'by people who understand the issues and appreciate the evolution 
of their field' (Wenger ef al 2002:10).
They emphasise that the challenge of managing knowledge is that:
'it is not an object that can be stored, owned and moved around 
like a piece of equipment or a document. It resides in the skills, 
understandings, and relationships of its members as well as in the 
tools, documents, and processes that embody aspects of this 
knowledge'.
Thus as a professional in the field, I sought through both projects to provide 
an up to date account of theoretical work in the area. However, I also began to 
develop a dynamic knowledge as Wenger et al (2002) describe, that I shared 
and continue to share among the community of nurses. Through my 
reflections on my projects it has come to light that my sharing of knowledge 
with others over a course of eight years has served to empower many of my 
colleagues, thus becoming a professional working theory.
While the impetus for this knowledge development could be considered to be 
subjective, due to my own particular experiences, I take Habermas's (1971) 
view that my understanding of these situations is valid, in so far as all human 
understanding takes place within the particular social context in which one
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exists. Furthermore, from my learning on the topic there is ample evidence 
that individualised client information giving and conceptual model based care 
are areas that require attention in the larger community of nursing.
1.4.4 Emancipation
Emancipation means freeing people 'from the oppression of their entrenched 
social and personal conditions' (Taylor 2006:95). Bildung is crucial to 
emancipation (Habermas 1971). Through Bildung, I have developed an 
increasing need to improve my own professional knowledge and skills, thus 
emancipating myself. Giacomoni (1998:1) described Bildung as a dynamic 
force, a drive, and an impulse for man to achieve self-actualisation:
Thus man's principle aim is to realise his own talents, to turn his 
own spirituality towards the world. The world, rather than the realm 
of planning and usefulness, appears to be the place for self- 
manifestation of the individual, the limit for his sphere of action and 
research, with the essentially free prospect of fully expressing 
himself
Gadamer (1975) traced the roots of Bildung from mediaeval mysticism (i.e. 
Bild as an image of God) through the Enlightenment, where it develops more 
earthly, humanist dimensions, and finally, to the Hegelian conception as 'the 
duty to cultivate oneself or, '...to keep oneself open to what is other, to other, 
more universal points of view' (Gadamer 1975 :17). Thus Bildung may be 
interpreted as the processes of questioning, self-criticism and self- education 
that lead one toward a more cultured state of mind and towards emancipation.
By means of self-education, the personal increase in knowledge gained 
through extra studies began my emancipation:
'I found it very liberating not only to have this 'extra' knowledge; but 
also to have it in the particular context and level (I had attended 
one certificate level course per year to date without the same 
effect). I discovered another world that existed outside the world of 
nursing. All topics were new and exciting. Primary health care and 
health promotion were very strong themes in the course. As I had 
most recently worked in Coronary Care prior to starting the degree,
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sociology, psychology and primary health care influenced me to re 
evaluate the way I viewed patient education in that setting' (my 
personal narrative page 259).
I felt this freedom from the first day:
'I remember the first day vividly. I sat in the registration hall and I 
felt so happy and so free' (my personal narrative page 258).
My lack of voice that is so often associated with oppression (Falk-Rafael 
2001) was immediately rectified and this feeling of freedom was further 
enhanced:
This opened a novel opportunity for me- freedom to speak and 
express opinions in the written word as well as in class' (my 
personal narrative page 258).
'I felt comfortable in class giving a divergent opinion (this was the 
extent of the rebellion to the chains that bound me! But all the same 
I felt free!)' (my personal narrative page 258).
University life was also associated with freedom:
'I secured a post as a lecturer in nursing at a large Dublin 
University in 2000. Interestingly I remember when asked by a 
colleague at a conference at the time how I felt about the move, I 
said that I felt 'liberated'....Certainly university life has been 
liberating. Facilities such as extensive library resources, access to 
electronic databases and personal pc, personal phone and 
freedom with regard to personal time allocation were key to this for 
me. There was also freedom to publish without unnecessary 
permissions required' (my personal narrative page 418).
My ongoing feeling of freedom encouraged me to help others towards the 
same freedom. Freedom is an important factor in empowerment (Freire 1970, 
Fulton 1997). Emancipation means freedom, and it infers that one is free from 
something and free towards something. Critical knowledge claims to be 
helpful in emancipating people from their present conditions to something 
better. Emancipation for nurses and midwives can mean therefore that they 
experience:
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'freedom from their own and other people's expectations and 
roles, and freedom to adopt other self-aware and socially aware 
practices' (Taylor2000: 140).
Later, using facilitative techniques for teaching in the clinical area the students 
found freedom:
The contracts gave the students freedom to learn. Freedom is a 
theme that permeates the literature on the topic (Me Allister 1994, 
Riseborough 1994, Lowry 1997)' (page 260).
Providing an answer guideline for student assignments also proved very 
liberating:
I feel that it took courage to 'step out' of the standard syllabus to 
change things for the benefit of the students. It took courage to use 
an example, which to some appeared to be spoon-feeding, when in 
reality, although directive, it became a platform for accelerated 
learning for all. Indeed many students surpassed the course aims. 
This realisation gave me freedom within my teaching to continue to 
take risks, also mindful to make the necessary changes in 
response to the relevant environment (page 419).
1.4.5 Empowerment
Critical analysis of both projects using the model of critical reflection that I 
developed reveals empowerment as an emerging theme. Falk-Rafael (2001) 
suggests that empowerment involves enabling people to attain a level of 
power in their life. Falk-Rafael's (2001:4) study reveals that nurses 
conceptualised empowerment as an:
'active internal process that was rooted in one's own 
cultural/religious/personal belief systems, reached toward 
actualising one's full potential, and (occurring) within the context of 
a nurturing nurse-client relationship'.
Taylor (2000:140) suggests 'empowerment is the process of giving and 
accepting power'. Falk-Rafael (2001) asserts that contemporary discourse 
relating to empowerment in the health care setting is rooted in the health 
promotion movement. Empowerment became a predominant theme in health 
following the Alma Ata declaration of 1977 and subsequent targets for health
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published by the World Health Organisation (1985). The theme of 
empowerment in health promotion is pervasive (Jones 2000). From their 
review of the literature Scott et al (2003) suggest that from a theoretical 
perspective empowerment within the nursing domain has been considered 
from a management, psychological and critical social theory perspective. 
Using a management approach, organisational structures form the moral fibre 
of empowerment in organisations. Psychological theories hold that 
empowerment pertains to individualistic characteristics. Critical social theory 
draws upon the writings of Freire (1970) and Habermas (1971) asserts that 
empowerment is fundamentally socially bound (Fulton 1997).
Those who consider empowerment in nursing from a critical social 
perspective believe that the presence or absence of empowerment 
can only be understood in relation to the history and structures 
within which nurses find themselves' (Scott et al 2003:15).
The absence of empowerment is directly related to the health care 
environment in the Republic of Ireland (Scott et al 2003), which according to 
current evidence remains task orientated, hierarchical, bureaucratic and 
underpinned by a medical approach to care (Condell 1998, Treacy and Hyde 
2003, Hyde et al 2005). Like nurses in Falk-Rafael's (2001) study, my own 
process of becoming empowered originated with the client. My initial 
awareness of disempowerment was that of client disempowerment, rather 
than my own (that awareness came later). In Falk-Rafael's (2001) study 
empowerment commenced within the client. It produced 'ripple effects' that 
subsequently empowered family and staff (Falk-Rafael 2001:6). Similarly, in 
my projects ripple effects began to emerge. Through patient disempowerment 
I recognised my own disempowerment, and then through my own 
empowerment I began to encourage others to become empowered. A seminal 
thrust in both projects is patient empowerment through the use of a needs 
based approach to education for patients with Coronary Heart Disease (CHD).
The aim of health education and patient teaching is to empower 
people to make sound decisions about health' (Egan 1999b page 
192)
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I identified deficits in approaches used for patient teaching and wanted to 
empower nurses to address this effectively:
'there is a need to improve the current level of provision and 
delivery of services. Current approaches to cardiac teaching are 
often unstructured. The content is determined by experts and may 
not always reflect the needs of the patient. In some cases, cardiac 
booklets and informal discussions are provided to patients on a 
routine basis, without individual patient assessment' (Egan 1999b 
page 193)
This client centred approach that I advocate is rooted in empowerment. 
Nurses in Falk-Rafael's (2001) study clearly identified that 'an empowerment 
approach was client centred' whereby they 'followed the clients agenda' (Falk- 
Rafael's 2001:6). Furthermore I believe that providing a repertoire of 
frameworks for practice (conceptual models of nursing, assessment tools, 
framework for education) and tools for critical analysis in my book (Timmins 
2005a page 298) together with empirical knowledge generated in my research 
project (Timmins 2002 page 131) provides tools that may empower nurses to 
make choices about educational practices for patients. This in turn may 
empowers patients to be able to choose their own educational preferences 
and voice their needs. Thus I developed an interest in providing tools, 
frameworks and information to others that facilitated them to learn for 
themselves and ultimately move away from a medical model of nursing and 
routines towards holistic thoughtful practice. The emphasis here is on 
providing frameworks and tools for nurses that may ultimately provide for self 
empowerment among nurses and patients in their care.
Interestingly, Campbell (1997, 2003) found among lecturers an 'inherent 
denial of themselves as oppressors and as victims of oppression'. She 
postulated this response to be due to Catalano's (1994) claim that when 
nurses obtain advanced degrees, they displace their own feelings of 
increased power onto nurses who do not have the privileges associated with 
advanced degrees. Therefore my evolving consciousness did not permit me to 
continue in academia oblivious to the struggle of others, but rather I looked for 
ways that I could make a difference.
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Knowledge and skills are viewed as central to empowerment of nurses. An 
Irish study that examines nurses' views on empowerment (Scott et al 2003) 
finds that the most frequently cited factors perceived to enhance 
empowerment were knowledge, skills, self-confidence and education. 
Mitigating factors included poor management style, lack of support from 
management, lack of education and a lack of recognition (from management 
and other professions). From the testimonies provided in Appendices Two and 
Three (pages 421 & 425), it is evident that through joint projects/publication 
with a number of past students, I have been able to encourage others towards 
self-development vis a vis knowledge, skills and confidence.
'Ms. Timmins had the ability to tune in so well to my academic 
needs and promoted my abilities which gave me the confidence to 
do my very best' (Testimonies page 426).
'She has given me the confidence to continue to develop articles 
that perhaps if I had not met her would never have had the 
opportunity to do so' (Testimonies page 429).
'Fiona indirectly and subtly facilitated me in gaining confidence in 
my abilities and myself (Testimonies page 430).
Campbell (1997, 2003) and Begley and Glacken (2004) believe that nurses 
working as university lecturers can do much to break the cycle of oppression 
within the nursing profession. Campbell (1997) suggests that a lecturer can 
cultivate empowerment by example and Begley and Glacken (2004:502) 
suggest this can be achieved through 'less bureaucratic methods of teaching 
and better teacher-learner relationships.' Although not consciously aware, I 
believe that, through Bildung, my professional working theory evolved. This 
encourages others to become empowered, based in my own personal 
experiences of disempowerment. As Campbell (1997, 2003) suggests it is the 
cultivation of empowerment that is important. Thus individuals may sow the 
seeds of empowerment within individuals who later follow their own path 
towards self-empowerment.
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Shulman (1998) believes that while research endeavours are often public 
examples of scholarship, teaching practice contains more subtle forms of 
scholarship that are often lost and forgotten. He suggests the use of portfolio 
and evidence as a method of scaffolding the other contributions to the 
discipline of teaching. Indeed, my experiences of empowering others 
(students, health care professionals and colleagues in the university) only 
came to light through my portfolio. Testimonies from past students in 
Appendix Three provide evidence for my empowering approach to practice:
'Ms. Timmins stressed the importance of nurses publishing their 
work and encouraged those who wanted to do so...she welcomed 
my interest and was very encouraging' (Testimonies page 428).
'As a result of Fiona's influence on my learning, she has 
empowered me in such a way that I am now in a position to realise 
my career ambitions. She has also fostered my quest for lifelong 
learning' (Testimonies page 429).
'Fiona's enthusiasm for disseminating and publishing was clearly 
evident from the outset. She guided me and encouraged me with 
the publication of my paper "Using the Roper, Logan and Tierney 
model in a neonatal ICU" in 2002. Without her support and 
encouragement this publication of mine would not have 
materialised' (Testimonies page 430).
Similarly, recent testimonies from colleagues provide additional support for 
this theme (Appendix 4 page 434):
'I would consider Fiona to be one of the greatest influences in my 
career to date both professionally and academically. She was the 
driving motivational force behind my progress into the field of 
professional development and definitely identified and stimulated 
my academic ability' (Testimonies page 444).
'I acknowledge the assistance that you have rendered both to me 
and others in promoting our academic development. I acknowledge 
your wise sense of perspective and your encouragement to get 
engaged with the writing process for all that...thanks' (Testimonies 
page 447).
'Fiona played an active part in motivating me and encouraging me' 
(Testimonies page 445).
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It is also evident that consistent with Falk-Rafael's (2001) definition I enable 
people to attain a level of power in their life. Colleagues are further motivated 
towards ongoing professional development, publication and research, which 
ultimately aims to improve client care. These latter testimonies also reveal that 
in this process of giving power to others, I often supported publication 
endeavours without acknowledgement, provided advice and support to 
colleagues where no obligation existed, and often insisted on others being first 
authors, regardless of my personal effort.
Ultimately empowerment in this project is represented through finding my own 
voice and assisting others to find theirs. This is consistent with definitions of 
empowerment within the literature (Fulton 1997, Falk-Rafael 2001).
'the nurses felt uncomfortable. They knew that they were lacking 
something, and wanted to do something about it; above all to get 
their voices heard (emphasis authors' own Fulton 1997:534).
1.4.6 My professional working theory
I believe that nurses often operate within oppressed environments. This
oppression heralds from historical misogyny and medical dominance. Nurses
have continued within this oppressive tradition, thus becoming oppressors
themselves. Nurses often have difficulty being assertive in these
environments. One consequence of oppression is the loss of identity for both
nurses and clients. Through both projects (Timmins 2002 page 131 and
Timmins 2005a page 298) I have strived for nurses to bring back humanity,
and to encourage them to begin to recognise clients as individuals, and not as
a condition or task. I have also promoted conceptual models that seek to
preserve the identity of nursing and client centred care. I have identified the
unique needs of clients in one setting and suggest that individualised teaching
is reframed within the context of symptom management. I believe that
individualised and thoughtful nursing can be further improved through the use
of evidence-based practice. This evidence includes the appropriate use and
critique of conceptual models of nursing and research findings. One problem
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with the implementation of the latter concepts in the past was the mechanistic 
and routine way that these were adopted. I would like nurses to become 
thoughtful and reflective about their evidence base. However, in order for 
nurses to be able to make decisions about their practice and work in ways to 
empower clients they must first be empowered. As knowledge is contextually 
bound, oppression begets oppression, and those who are oppressed are 
often unaware of their situation. It is my duty as an educator to facilitate 
empowerment in those preparatory nurses and qualified nurses with whom I 
come into contact. Evidenced through joint publications and testimonies it is 
clear that I have empowered at least some practitioners with whom I have 
come in contact, and I believe that these individuals in turn will do the same. 
Two of them, for example, introduced conceptual model based nursing into 
their practice settings in Ireland. One of these instances was in the field of 
intellectual disability where the use of Orem (2001) is novel. Empowerment 
begins with individuals (Campbell 2003) and ultimately will serve to make a 
difference in practice. It begins by me treating my colleagues and students as 
individuals, and encouraging them to be the best they can be by assisting 
them to empower patients/clients. This empowerment involves active 
facilitation of learning and knowledge sharing. Rather than isolated self- 
direction, which is currently espoused through use of Andragogy (Knowles 
1989) as a dominant discourse within nurse education settings, I hold the view 
that adults need a supportive-educative environment in which to flourish. This 
supportive educative environment begins with self and ultimately influences 
communities of practice. Disempowerment in individuals and groups is 
challenged and confronted through knowledge provision and attainment. This 
emancipates self and communities and leads to empowerment of self and 
others.
Critical reflection upon the projects reveals my own personal transformation 
from a disempowered nurse to an empowered lecturer, seeking to empower 
others. Transformation learning theorists Mitchell and Sackney (2000) view 
personal transformation as inextricably linked to collective transformation. 
This means that collective transformation, in this case within the discipline of 
nursing, can begin with one person. They describe the term 'learning
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communities', which share a belief in socially constructed knowledge. Of 
interest to note is that they view the input of one individual as stronger than 
the collective. Effectively one individual's learning can benefit the community. 
Indeed, McDonald (2002) encouraged nurse educators among others to take 
the lead on this.
It is evident that although my critical action is ongoing, both critical self- 
reflection and critical action (Barnett 1997) have occurred, manifested largely 
in the projects (Timmins 2002 page 131 and Timmins 2005a page 298) but 
also through other writings and presentations. This is where I have found my 
voice, and encouraged others to find theirs. The transformation, though not 
complete, is evident from some of those past students with whom I have co- 
authored papers and presented at conferences (Appendix Three page 428) 
and from those colleagues with whom I have worked (Appendix Four page 
434).
1.4.7 Conclusion to the overarching statement
I developed the portfolio as a collection of evidence of both the products and 
processes of learning that attests to my personal and professional 
development and achievement. The products are demonstrated within my two 
main projects (Timmins 2002 page 131, Timmins 2005a page 298) and 
associated publications and international presentations (Section B and C). 
The process of my learning has been examined and professed through critical 
reflection upon these projects in both Section B (page 96) and Section C 
(page 270) and subsequently discussion and presentation in the overarching 
statement.
In keeping with the University guidelines and current literature on the topic this 
portfolio is an intense and personal document that resembles an 
autobiography of my professional life (Me Mullan et al 2003). Reflection and 
analysis form key components of portfolio development. To provide for 
appropriate and rigorous reflection I developed a framework for critical 
reflection (Figure 5 page 51), which I used to analyse both projects (Timmins
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2002 page 131, Timmins 2005a page 298). This analysis is detailed within 
Section B and C. What began as a series of disparate products (articles, 
conference presentations, books) through the use of the framework for critical 
reflection (Figure 5 page 51) I was enabled not only to elicit inherent 
connections but to gain a new clarity about my own professional development 
and motivation that was previously unknown.
Using the framework for critical reflection (Figure 5 page 51) also enabled to 
identify themes from reflection upon my projects: disempowerment, 
knowledge, emancipation and empowerment. These themes appear to 
permeate several recent studies in the Republic of Ireland (Treacy and Hyde 
2003, Scott et al 2003, Begley and Glacken 2004, Hyde et at 2005). Ultimately 
the impetus for my projects (Timmins 2002 page 131 Timmins 2005a page 
298) was rooted in my own professional disempowerment. To be 
'unquestioning and submissive' (Condell 1998:18) was a pattern that was 
'intrinsic to the whole social and traditional fabric of nursing in Republic of 
Ireland' (Cowman 1989:26). My themes, reflecting my professional growth, 
appear to resonate the current orientation and ongoing development of the 
nursing profession in the Republic of Ireland. While disempowerment among 
nurses and nursing students was evident within the aforementioned literature, 
there is currently a movement towards knowledge, emancipation and 
empowerment with the recent upgrade in the calibre of the nursing profession 
in the Republic of Ireland (Government of Ireland 1998). There is also an 
increased emphasis on and support for Irish nursing research (Watson 2003, 
Condell 2004, Cowman 2006); a steadily increasing research output among 
nurses (Mac Lellan and Condell 2005) and increasing numbers of nurses 
engaged in specialist and advanced nurse practice (Mac Lellan and Condell 
2005) and on going professional development (National Council for the 
Professional Development of Nursing and Midwifery (NCNM) 2003).
Using the framework for critical reflection (Figure 5 page 51) further permitted 
me to outline my original contribution to knowledge. Through detailed and 
searching reflection within Section B and C I was able to make explicit my 
unique contribution to knowledge from both projects (Timmins 2002 page 131,
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Timmins 2005a page 298). This originality is reflected in the public provision 
of knowledge to nurses in many areas including the suggested reorientation of 
information support towards symptom management; critique of previously 
used research methods and the suggested critique (Timmins 2002 page 131) 
and adaptation and use of conceptual models of nursing in coronary care 
nursing (Timmins 2005a page 298). The update of this knowledge is reflected 
in international citation level and book sales.
Using the framework for critical reflection (Figure 5 page 51) was fundamental 
to achieving the project aims. The absence of a structured analytical 
framework earlier on in the process, presented me difficulties placing the 
products and processes in the ordered and coherent fashion required at PhD 
level (Dunleavy 2003). The developed framework allowed for this presentation 
with relative ease. Furthermore the connections between both projects 
emerged solely due to the depth of reflection required within the constructed 
framework. Given that this application of a framework for critical reflection was 
novel and no pre-existent suitable model existed, the development was time 
consuming, however this did not distract from its use but rather added to the 
richness of its understanding and application. Thus this newly developed 
hybrid model displays specific credibility and validity in the extent to which it 
permitted me to attend to the overall aims of the portfolio route, while at the 
same time provided a comprehensive and detailed framework that allowed 
examination of several years of personal work. However, its usefulness as a 
model of reflection per se has not been explored. Although beneficial for the 
necessary exposition required within the portfolio route it may prove overly 
complex for everyday use within nursing or educational practice.
Further critical action in this area is ongoing. Firstly I have developed an 
increased awareness of the importance of client-centred communication. I 
also place a higher value on critical reflection within nursing practice. Both of 
these points are alluded to in my recent book (McCabe and Timmins 2006). 
The additional knowledge that I have gained through critical reflection upon
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these projects has been included in recent publications (Timmins 2005b, 
Timmins 2006, Timmins and Horan 2006).
The task of demonstrating coherence and continuity between publications and 
projects was an inherent challenge of the portfolio route. The framework for 
critical reflection (Figure 5 page 51) proved invaluable to uncover the 
connections between my projects and the inherent meaning of my portfolio. 
Rather than a checklist approach, it provided a structure that guided a detailed 
and reflexive reflection over nine years work. It guided me in my journey, 
'gradually transforming' my understanding of events (Freshwater 1997:55) 
until clarity emerged. It is with this clarity that I go forward to continue to 
improve my practice through critical reflection and action within my community 
of learning. I will do this through continued researching, teaching, writing and 
critical reflection within the field of nursing. I also continue to improve my 
practice through the embodiment of Professional working theory, empowering 
others to achieve their full potential and contribute ultimately continued 
improvements within nursing practice in the Republic of Ireland.
QT
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2.1 Introduction
This section provides an analysis and critical reflection on my first project, Project 
One. In keeping with the aims of this portfolio, my framework for critical reflection 
(Figure 5 Section A page 51) is used with the purpose of identifying my original 
contribution to knowledge through a reflective overview my projects. The findings 
of this investigation serve to construct my professional working theory.
A summary of the project is first outlined and supported by my report submitted 
to the Irish Nursing Board (Timmins 2002a) and the subsequent published study 
(Timmins and Kaliszer 2003), both of which are included in the Supplementary 
Materials for Project One (page 129). The next section uses my framework for 
critical reflection (Figure 5 Section A page 51) to critically examine the 
conception, application and interpretation of the Project. The final section 
provides conclusions from this analysis that inform the overarching statement.
In order for the reader to navigate freely within this section portfolio it is 
necessary to describe in a little more detail the interrelationships between 
subsections. My reflections on Project One are presented in the first part of this 
section (2.2). Using my framework for critical reflection provided the necessary 
tool to explore and make explicit the coherence and continuity within my work. It 
also encouraged me to reexamine not only the project but also its antecedents 
and consequences. In some cases I refer to personal narratives and these are 
presented as appendices (page 253) within this section. These, together with 
supplementary materials (related published material page 168) provide evidence 
for my critical reflection that ultimately informs the overarching statement. The 
supplementary materials (page 129) firstly include the research study, which is 
the critical element of Project One (Timmins 2002a page 131). While a summary 
of this project is provided within, the reader is encouraged to refer directly to the 
project on page 131 while reading this section.
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2.2 Summary of the Project
I collected data for a research study entitled 'Information needs of Myocardial 
Infarction (Ml) Patients' in 2001/2002, Following application to the Irish Nursing 
Board, An Bord Altranais, I received a Scholarship (£2,500) to perform the 
project. Upon project completion my final report was submitted to the Board and 
is held in their national library (Timmins 2002a). A jointly developed paper 
describing the project (see Appendix One page 252) was subsequently published 
in the European Journal of Cardiovascular Nursing in 2003 (Timmins and 
Kaliszer 2003).
Theoretical frameworks that guided questionnaire construction and data 
collection were Knowles (1989) theory of Andragogy and Orem's Self-Care 
Deficit Nursing Theory (SCDNT) (Orem, 2001). Through the use of a 37-item 
questionnaire: the Cardiac Patients Learning Needs Inventory (CPLNI) (Gerard 
and Peterson 1984, Turton 1998), I collected information during a structured in- 
hospital interview (in a Coronary Care Unit) and later by using self-reports from 
both clients (at six weeks) and nurses to compare their views of priority 
information needs following Ml. Ethical approval and relevant permissions were 
obtained The main objectives of the study were to assess clients' perceived 
information needs immediately following a first Ml and compare these with their 
perceptions six weeks later. Clients' views were also compared to that of nurses 
who cared for them in (a) coronary care (b) cardiac ward and (c) within cardiac 
rehabilitation. Data were analysed using Statistical Package for Social Sciences 
version 9 (SPSS 1999).
The study found that the overall response score distribution of the patients 
differed somewhat from that of the nurses. This difference was statistically 
significant (Chi-sq test, PO.001). This was accounted for by mainly 3 items, all 
in the 'physical activity' category, namely 'when to resume driving', 'when to 
resume sexual activity 1 , and 'when to resume work', which the nurses scored 
high and the patients low. Both patients and nurses gave the highest mean
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scores to four items, namely 'what to do when in chest pain', 'what are the 
symptoms of a heart attack', 'when to call a doctor', and 'what to do to reduce the 
chance of another heart attack'. The first three of these are in the 'symptom 
management1 category. Nurse/client congruency of views was more consistent 
than previously reported, and client priorities were found to change over time. 
Information on psychological aspects of illness became a priority later, in the 
early discharge period.
2.3 Reflection upon Project One
Using the Framework for critical reflection (Figure 5 Section A page 51), my 
reflections are presented under Barnett's (1997) three domains: knowledge, self 
and the world. Within each of these themes, reflections are further broken down 
according to the subheadings from Boud and Walker (1990, 1993): returning to 
the experience, attending to the feeling, evaluating the experience and re- 
evaluation. The final section provides conclusions from these reflections to inform 
my overarching statement. In keeping with the aims of this portfolio, my 
Framework for critical reflection (Figure 5 Section A page 51) is used with the 
purpose of identifying and further elucidating my original contribution to 
knowledge through a reflective overview of my project. The findings of this 
investigation serve to construct my professional working theory.
2.3.1 Critical Reflection in the Domain of Knowledge
2.3.1.1. Returning to the experience
Critical reflection in domain of knowledge related to Project One is revealing. As 
the first step in this process I returned to the experience. When I looked at my 
initial published literature reviews that I performed in preparation for my project 
these reflected an evaluation at that time of knowledge, theory, policy, and 
practice in relation to information provision for clients with acute cardiac disorders 
(Egan 1998, 1999 a, b). My central argument of this evaluative summary of
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literature and theory on the topic was that individualisation of information 
provided to clients is required. Some authors were searching for a theory to 
underpin this educational practice such as Mirka (1994), whose model I first 
proposed (Egan 1999a). From my ongoing theoretical interpretation of the 
literature I began to believe that rather than a single theory informing education 
practice, key principles: individualisation, feedback, facilitation and relevance and 
were key factors in successful patient teaching (Egan 1999b).
I also emphasised the prioritisation of key topics that were pertinent to survival 
and the changing nature of needs over time. This demonstrated critical thinking 
within the discipline. I drew attention to the importance of individualisation, 
feedback, facilitation and relevance to patient teaching and in particular drew 
upon the literature to produce new theoretical interpretation in this area by 
highlighting the emotional needs of this client group within the paper 'cardiac 
rehabilitation into the new millennium' (Egan 1999b). At this time I continued to 
contribute to the knowledge base in this area (Egan 1999a and Egan 1999b), 
witnessed by citation in several international papers (Citations pages 188 & 195). 
Egan (1999b) has 16 citations. This citation level is good. Most journals expect a 
paper to be referred to at least once to comply with a respectable impact score of 
1 (Dunleavy 2003). Egan (1999a) received only 1 citation. However, both levels 
are more than acceptable, as indeed many published papers are not referred to 
at all:
'despite all the elaborate arrangements for sifting and improving 
academic papers most current evidence shows that the median 
journal article is referred to by nobody in the five years after it is 
published, and very few articles have a referencing life longer than 
this' ( Dunleavy 2003:230)
I was also pleased that while attending an international conference in Glasgow in 
2001, my paper (Egan 1999b) was referred to by Prof. Bengt Fridlund, a leading 
authority in this field (Fridlund 2001). The latter also cited my work in several 
papers (Fridlund, 2000, Winberg and Fridlund, 2002, Fridlund and Billing 2002, 
Fridlund 2002). Although citation of research is not unusual, I think that it is 
remarkable because it makes reference to my thoughts, synergy and synopsis of
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theory and research on the topic, rather than to findings of my study, which I 
suspect is rather more commonplace. It is also remarkable, I believe for thoughts 
of a neophyte academic to be associated with high calibre work at an 
international level. Similarly Hughes, an author/ researcher on this topic referred 
to this work in her poster presentation at an international conference in 2002 
(Hughes 2002).
From an exploration within the domain of knowledge it is evident that from an 
early stage I began to contribute to international discussion and debate, thus 
contributing to ongoing knowledge development in the area. More importantly I 
added a new Irish perspective to the international publication arena, one that had 
not been voiced before. My first paper, (Egan 1998), though not peer reviewed, 
raised nurses' awareness on the topic within the Republic of Ireland. I also 
articulated several ideas from my publications (Egan 1998, 1999a, b), at 
conference presentations both in the Republic of Ireland and internationally 
(Supplementary Materials page 197). Through this, my knowledge in the area 
began to further develop by receiving audience feedback.
Continued consideration of knowledge, policy and practices in the area of cardiac 
teaching after this publication, led me towards this project and the conduct of a 
study to identify the information needs of clients and nurses (Timmins 2002a). 
This was to support my earlier assertions, in the reviews mentioned above that 
clients were able to identify priority-learning areas and that this may differ from 
that of nurses (Egan 1999a, b). It also aimed to identify the information needs of 
a contemporary population of clients post Ml within an Irish context. The 
publication (Timmins and Kaliszer 2003), emerging from this study is also well 
cited within the literature (Supplementary Materials page 179). In keeping with 
earlier performance and development, my conference presentations associated 
with preparation for and results from my study (Timmins 2002a) continued to 
develop my knowledge base in this area following engagement with national and 
international audience (Supplementary Materials page 180).
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One factor identified and articulated in both presentation and publication is the 
emergence, for the first time, of symptom management as a priority learning area 
in the acute phase. This is only the second time that symptom management has 
been addressed within this population; Turton (1998) added symptom 
management as an item in 1998, although it did not emerge as a priority need in 
that study. While all other studies claimed that clients required practical 
information pertinent to survival, most reported lifestyle as the clients' greatest 
concern. However, my study reveals that unlike the standardised checklist 
approach to presenting items of information that is commonly used but disliked 
by clients and their families (McLean 2005), the provision of information to clients 
needs to be framed in encouragement of self-care through the management of 
symptoms. Psychological aspects of illness became a priority in the early 
discharge period, and this too is a novel finding with this type of study, supporting 
my earlier view of the importance of emotional needs for this client group (Egan 
1999b).
It is evident upon return to the experience that I demonstrated critical reason in 
relation to this project through research (Timmins 2002a) and publication (Egan 
1998, Egan 1999 a, b, Timmins and Kaliszer 2003). I spontaneously engaged in 
evaluation of knowledge, policy and practice in relation to the teaching and 
information of this client group in order to provide more knowledge to the 
discipline. Thus discipline specific critical thinking skills (Barnett 1997) that I 
demonstrated were open to public debate, scrutiny and critique by their 
placement in the public domain through publication and conference presentation.
2.3.1.2 Attending to the feeling
It is surprising to fully comprehend the novelty of summarising the 
knowledge/theory base for practising nurses in the Republic of Ireland at the 
time. Research activity was in its infancy during this period with only 69 
conference presentations reported by all nurse academics between 2000 and 
2003 (Mac Lellan and Condell 2005). (My presentations from both projects
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account for 16% of that number). I particularly remember the responses of 
audiences at conference presentations wherein I presented clients' views of 
routine information such as resuming sexual activity. Very few clients in the 
published literature or indeed in my own study (Timmins 2002a) professed needs 
in this area in either the acute or recovery phases and yet this remained one of 
the routine priority information areas. Similarly the proposal of my study was well 
received at a national Intensive and Critical Care Nurses Conference in Dublin in 
2001, wherein I received first prize for presentation (Timmins 2001). 
Consequently, the first national presentation of the results of my study (Timmins 
2002a) to practising nurses (Timmins 2004) received a good response. The 
evaluations revealed a very positive response to the paper and the audience 
wanted to hear 'more nurses presenting their research' such was the dearth of 
research information at that time. I also feel proud that my research has 
contributed to international debate, discussion and research on the topic. I was 
very pleased when I witnessed a prominent academic, Professor Bengt Fridlund, 
devote a full slide to the discussion of my thoughts on emotional needs in 2001 
(Fridlund 2001), and similarly when Hughes referred to my work in 2002 (Hughes 
2002).
2.3.1.3 Re-evaluating the experience: association
Association is the relating of new information to what is already known (Boud and 
Walker 1990, 1993). Association is achieved due to integration of my findings 
with that of the literature on the topic and discussion of the area through 
publication and presentation. While several studies had been performed in this 
area (Gerard and Peterson 1984, Karlik and Yarcheski 1987, Wingate 1990, 
Chan 1990, Ashton 1997, Turton 1998, Hughes 2000), they were mostly focused 
upon middle class North Americans. Very little information existed from a 
European perspective, and certainly much of the information from studies was 
outdated. The majority of studies were performed between the mid 1980s and 
mid 1990s (Hughes and Turton were both performed prior to 1998). Given the 
major advances in treatment since this time, it was likely that client information
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needs had changed and were yet unexplored.
For example, the advent of thrombolysis, which can counteract the effect of the 
thrombosis causing the Ml, in the mid 1980s, with subsequent developments and 
improvements to the nature and timely delivery of this have meant that the death 
rate from heart disease in the under 75-year-old age group has dropped by 
almost a quarter since 1996 (Department of Health 2004). This has meant a 
changing demography in relation the morbidity (symptoms) of this survival 
population, one example being the increasing presentation of heart failure 
(Sharpe and Doughty 1998, McMurray and Stewart 2001). Furthermore, nursing 
roles have changed greatly in the past 10 years. There has been a great 
increase in cardiac rehabilitation nursing services, expansion of advanced 
nursing roles and development of nurse consultant roles (Department of Health 
2004). As a result, I hypothesised that the needs of this client group had 
changed since the previous studies had taken place, and this view was 
supported by the findings. Furthermore, the increasing specialty of nurses could 
hypothetically mean that their views more closely mirrored that of clients, and this 
too, unlike all previous studies, was a finding in my study.
In addition, few of the studies compared views of both the client and nurse 
(Gerard and Peterson 1984, Karlik and Yarcheski 1987, Turton 1998). There are 
no other Irish studies performed on the topic and no study had examined the 
views of nurses working in cardiac rehabilitation who are key educators of this 
population. Furthermore, while research evidence existed regarding priority 
information needs for clients suggesting individualised information giving, there 
was much anecdotal evidence to suggest that internationally approaches to 
nursing practice were often routine and that few nurses were using research 
based practice. I aimed with both my study (Timmins 2002a) and conference 
presentation (Supplementary Materials page 129) to make these updated 
research findings more accessible to the practising nurse.
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Another area of association occurred with my identification of the original finding 
of symptom management as a client priority. This has particular relevance for 
contemporary nursing practice. Due to the increasing survival rate of clients, 
there is an increased presentation and readmission to hospital with evolving 
symptoms associated with coronary heart disease (McMurray and Stewart 2001). 
Now, more than ever, clients need to be provided with information about 
symptom management and symptom prevention. One example of symptom 
morphology is 'the increasing burden of chronic heart failure' described by 
McMurray and Stewart (2001:1). This phenomenon is due to:
'.. the residual effects of better health-care strategies....ever 
advancing treatment modalities for acute cardiac conditions 
contributes to better survival rates, and the existence of a population 
that is susceptible to heart failure'
From my perspective developing and using education programs that take 
account of individualised needs of each client can address relevant symptom 
management. Less attention needs to be paid therefore to routine information 
such as sexual activity, which for many clients is not relevant. These are the 
original ideas that I put forward through the publication of this project.
Initially, I began on this journey by updating an earlier theme from the literature, 
patient information needs, and raising awareness about this in the Republic of 
Ireland. From my study the identification of symptom management as a priority 
information need emerged for the first time. I performed the first comparison and 
exploration of the information needs of cardiac rehabilitation and provided 
valuable evaluative contribution with regard to the comments that I made about 
the traditional methods used in this field. I found that the questionnaire responses 
were heavily focused towards 'very important' and there was little use of the 
lesser categories of importance, especially by the nurses. These facts were 
hitherto unreported. I deemed the questionnaire thus to be non-discriminatory 
and in need of further development. The associated level of criticality 
demonstrated through these exposures of knowledge concurs with Barnett's
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(1997) suggestion of critical thinking and reflexivity within the domain of 
knowledge.
2.3.1.4 Re-evaluating the experience: integration
Integration is seeking relationships among the information. While researchers 
have competed to find the top ranking information need, I noticed in the course of 
my research study (Timmins 2002a) that traditionally used methods of prioritising 
the responses was based on a means only calculation and visual comparison of 
means scores. As the means were so closely related (due to the failure to 
discriminate) in reality the top-ranking item scored little more than items deemed 
further down the priority list (the means were all close in range). I now suggest 
that from a number of studies of the topic (Gerard and Peterson 1984, Karlik and 
Yarcheski 1987, Wingate 1990, Chan 1990, Ashton 1997, Turton 1998, Hughes 
2000), that there is an established group of priority information areas about which 
most clients require information (symptom management, lifestyle factors, dietary 
advice, physical activity, psychological factors, anatomy and physiology and 
medication). These areas need to be presented to clients to allow them to 
choose their preferred area as well as adding their own individual needs. I 
propose methods for achieving this both in my subsequent book (Timmins 
2005a) and in my recently published paper (Timmins 2005b). I have also 
integrated this work further by performing a concept analysis of information 
needs (Timmins 2006). Here I present a 'fresh way of looking at an old problem', 
(Dunleavy 2003:238) by suggesting that providing information to patients should 
be viewed in the context of stress reduction and support for clients and family, 
rather than an information giving process. This suggests that in keeping with 
Barnett's (1997) views of criticality within this domain, I demonstrated critical 
thought and refashioning of traditions.
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2.3.1.5 Re-evaluating the experience: validation
Validation involves determining the authentication of ideas (Boud and Walker 
1990, 1993). The outcomes and actions related to this project need to be 
considered in light of its overall contribution to the PhD thesis. In keeping with the 
requirements of the latter there is evidence of an original investigation or the 
testing of ideas (Elphinstone and Schweitzer 1998), given that the setting 
(Republic of Ireland) lacked research of this kind. Competence in independent 
work or experimentation was recognised through the completion of the study 
(ethical approval, permission, access, consent, data collection, data analysis final 
write up and publication) (Elphinstone and Schweitzer 1998). This latter also 
demonstrated an understanding of appropriate techniques, particularly in relation 
to my empirical study (Timmins 2002a) as they were able to comply with the 
standards required by a peer reviewed international journal (European Journal of 
Cardiovascular Nursing). This also established an appreciation of the relationship 
of the special theme to the wider field of knowledge and demonstrated that the 
project contained material worthy of publication (Elphinstone and Schweitzer 
1998). Originality was demonstrated in my study (Timmins 2002a) by the 
methods employed in sampling a larger group of nurses than was previously 
sampled and the inclusion of cardiac rehabilitation nurses for the first time 
(Elphinstone and Schweitzer 1998).
Ongoing development of the knowledge base by subsequent authors and 
researchers through citation is further testimony to the validity of my claims within 
the published project. This paper has been cited to date in 9 international papers 
(page 177). It was the top downloaded article within the European Journal of 
Cardiovascular Nursing in 2004 
(http://top25.sciencedirect.com/index.php7subiect area id=17&journal id=: 14745 
151. accessed March 15th 2005) and remains the sixth most frequently 
downloaded article in 2006 
(http://top25.sciencedirect.com/index.php7subiect area id=17&iournai id=14745 
151. accessed February 14th 2006). Furthermore, my poster on cardiac 
education programs received first prize in Dublin in 2000 (Timmins 2000), and
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my preparatory presentation that I gave to cardiac nurses in Dublin in 2001 prior 
to the study received first presenters prize (£200) (Timmins 2001).
Further testament to the need for the project and its originality was the attainment 
of a competitive scholarship from the Irish Nursing Board in 2002 (An Bord 
Altranais) (£2,500). The board retains a copy of this study in their national 
nurses' library in Dublin. Conference presentations both nationally and 
internationally (page 178) have often revealed the 'phenomenological nod'. The 
result is a positive response from audiences and continues ongoing citation and 
referral to the work from an international perspective. Furthermore international 
citation stands, as a testament to the validity of my claims for originality, and no 
criticism of this project has been demonstrated among its reported citations or 
otherwise.
2.3.1.6 Re-evaluating the experience: appropriation
Appropriation is making knowledge one's own (Boud and Walker 1990, 1993).
This project demonstrates the original way that I came to develop my knowledge
in this area. Through ongoing continuous development of papers during the
course of this project and from receiving feedback from numerous presentations I
appropriated relevant information that further developed the project and led to
many recommendations which I put forward in my book (Timmins 2005a) that is
described in Project Two (Section C). I also continue to examine the literature on
the topic. I appropriate this new information and develop it in my second project
(Section C). For example, at the same time as I was working on this latter
project, Scott and Thompson (2003) performed a systematic review of
information needs of Ml patients. They suggest open-ended interviews, at a
practice level, to ascertain client information needs in this area. They also
suggest greater client involvement in needs assessment. Being cognisant of
these comments I suggest open-ended interviews with clients in practice the
book (Timmins 2005a) and elaborate upon this in a recent paper for Nursing in
Critical Care (Timmins 2005b). I also elaborate upon another point raised by
these authors; the suggested use of the CPLNI as a tool for assessing
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information needs of clients in the hospital setting (Scott and Thompson 2003). 
This point, raised earlier by Hughes (2000), is not a practical solution for practice 
as the tool is designed for research data collection. I emphasise this point in one 
recent paper (Timmins 2005b) and believe that my solutions put forward in both 
this latter paper and Timmins (2005a) are more realistic and certainly original.
Another area where I further integrate this knowledge as my own is with regard to 
the theoretical framework used to support the study (Timmins 2002a). The 
original authors of the CPLNI (Gerard and Peterson 1985) suggested use of adult 
learning theory (Knowles, 1989) as the underpinning model. Of interest to note is 
that of those researchers who repeated the CPLNI study most did not allude to 
adult learning theory as the theoretical framework with the exception of Wingate 
(1990). Hughes later added this to her work (Hughes 2000) following the 
comments that I presented to her on this item during a concurrent paper 
discussion at the Faculty of Nursing and Midwifery, Royal College of Surgeons in 
Ireland annual research conference in 1998. I revisited a lost component of this 
work by elaborating on the use of Knowles (1989) theory of Andragogy and 
Orem's Self-Care Deficit Nursing Theory (SCDNT) (Orem 2001) both within the 
papers and at conference presentations. Furthermore, in terms of underpinning 
theoretical frameworks used to support nurses teaching of clients in practice, I 
have further expanded this theoretical approach in my book (Timmins 2005a).
My research must also be recognised however within the specific health care 
context that it took place. Treacy and Hyde recently (2003) identify nursing in the 
Republic of Ireland as hierarchical and placed firmly within the medical model. 
Furthermore, they recognised the infancy of Irish research. Despite the 
methodological and theoretical deficits mentioned above, my project (Timmins 
2002a) represented a huge step in Irish nursing. Indeed An Bord Altranais (in 
their newsletter) commented that they were 'especially pleased that one of our 
recipients is carrying out research independently and not as part of a course' (An 
Bord Altranais 2001:6) such was the rarity.
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However, despite the contextual nature of the data and the fact that my own 
experiences suggest a hierarchical system enshrined in the medical model, my 
suggestions relating to individualised client teaching have validated application to 
the wider context. Cott's recent (2000:164) UK study supports this notion. 
Hospital based nurses worked within a hierarchical team a direct result of which 
was their focus on 'getting the work done' and performing tasks. They described 
one nurse as 'being on the medication' and another being responsible for 
'feeding' (Cott 2000:165). Accountability for care given was questionable and the 
nurses felt quite separate from the rest of the multidisciplinary team (Cott 2000). 
Reflection in the domain of knowledge using validation and appropriation reveals 
that through my work I critiqued contemporary knowledge and practice, thus 
displaying the relevant level of criticality (Barnett 1997).
2.3.2 Critical Self-Reflection in the Domain of Self
2.3.2.1 Returning to the experience in the Domain of Self
Returning to the experience in the domain of self involved a period of personal
reflection. Reflection on previous experience was essential for me to understand
the inherent connections between projects. As the projects occurred in the past, I
needed to look back and fully examine my personal impetus for performing the
project. Boud (2001) suggests journal writing can be useful in this phase of the
reflection process, hence I have chosen a narrative approach to support the
reflection, wherein I looked back on my experience of the years leading up to
Project One. These narratives are presented in the Appendices (Two and Three,
pages 253 and 258 respectively). Boud et al (1985:27) suggest a detailed
remembrance, recollecting the experience 'in one's minds eye' and 'vividly
portraying the... experience' (Boud 2001:15). The emerging reflection is quite
detailed as a consequence. As Boud and Walker (1990, 1993) suggest
chronological remembrance, I began my reflections on myself at the onset of my
nursing career. As I looked back upon the years leading up to the Project, they
appeared to fall naturally into distinct periods. Firstly 1985-1994, (Narrative One
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Appendix Two page 253): this accounted for my initial nurse training and 
subsequent nursing experience. Returning to this experience revealed an 
underlying theme of disempowerment. Secondly the period 1994-1997 (Narrative 
Two Appendix Three page 258) wherein my college/initial academic experience 
took place that, upon this reflection was underpinned by themes of emancipation, 
liberation and freedom. The subsequent sections are based upon my 
experiences outlined in the narratives and need to be read in conjunction with 
them. The narratives, as they apply, will be referred to accordingly in the text.
2.3.2.2 Attending to the feeling
Boud and Walker (1990, 1993) suggest that I attend to the feeling that the 
reflection produced. This is very apt, because the variety of situations described 
over a number of years provoked possibly different feelings at the time. However 
given the changed knowledge and experience that I have now, the feelings that I 
attend to are quite different. Initially perhaps my failure to implement 
individualised nursing care (Narrative One Appendix Two page 253) was 
frustrating for me, and induced anger; the overwhelming feeling however that I 
have now is sadness. I feel sad because I lacked so much freedom and was so 
disempowered by the hierarchy and routines that existed. Of interest to note is 
that these feelings (frustration, anger and humiliation) are resultant from lack of 
power (Attridge and Callahan 1989). It is also interesting that Farrell (2001) noted 
that these very routines serve to disempower nurses.
I am also amazed though at the lengths that I went to as a young nurse to 
implement change (Narrative One Appendix Two page 253). Although I was 
disempowered at a local level, I did what I could to change things when I could. I 
am also surprised that although I did something to change the situation and knew 
things weren't right, I didn't, at the time see myself as disempowered. This 
concurs with Freire's view that those who are oppressed are often unaware 
(Freire 1970). It could also relate to the notion of false consciousness as
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described by Fay (1987), which reflects 'systematic ignorance' of groups within 
society to their plight.
I can also list different emotions when reflecting upon these years proceeding 
Project one: surprise that I didn't realise that disempowerment drove me to seek 
new knowledge and experiences for myself (Narrative One Appendix Two page 
253) and embarrassment that I found simple aspects of college life so 
exhilarating and liberating (Narrative Two Appendix Three page 258). However, 
although I knew that I thoroughly enjoyed the content, examinations and 
assignments, I had never until now perceived that I was like an empty vessel just 
waiting to be filled. My sense of discomfort in practice was soothed when I found 
solutions to this in the knowledge that I was acquiring. Knowledge began to give 
me power by facilitating a greater understanding of nursing, its historical roots 
and its place within the world of academia.
I am also surprised that there was a personal journey associated with my 
projects as opposed to an academic motivation. From the outset of the 
preparation of the portfolio, considerable thought has gone into the overarching 
theme for the retrospective analysis of my work. Central to that analysis is the 
impetus for the projects. Up until recently I would regurgitate a rehearsed 
response that (for Project One Section C) read something like a line taken from a 
research proposal 'I wished to investigate the information needs of myocardial 
infarction patients'. Of course it is very unlikely that I woke up one day and had 
this wish. It now emerges that my ontological commitment grew from my own 
disempowerment. My discontent with practices demonstrates an early existence 
of critical skills in the domain of self and an ability to monitor my own practices 
and behaviours in relation to standards and norms, thus evidence of criticality in 
this domain (Barnett 1997).
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2.3.2.3 Re-evaluating the experience: association
Re-evaluating the experience involves association; whereby new information 
from the reflection is associated with existing knowledge and attitudes (Boud and 
Walker 1990, 1993). I now recognise my experiences of the health care system 
described within Narrative One (Appendix Two page 253) as oppressive and 
disempowering. Very soon after I returned to work in the Republic of Ireland, I 
enrolled on an assertiveness training course. Although friends at the time 
questioned (as an outgoing confident person) my requirement for this, it was 
invaluable in dealing with the many situations that I encountered. In Narrative 
One for example, it was impossible to obtain assistance from staff to turn (or 
move) postoperative patients (other than unconscious patients, where two hourly 
was routine) every two hours (outside of the four times daily 'back' rounds, which 
meant in effect six hourly turns). In situations like this I would use the assertive 
words 'I know that the back round is due at six, but I would like assistance to turn 
this gentleman now'. I now see that this assertiveness was my way of combating 
the oppression. Assertiveness became important to me.
The freedom associated with university life; while at the time I accepted as the 
normal college experience, represented my freedom from this oppression. The 
feeling of having a choice and freedom in manner of dress, views and areas of 
work produced feelings of liberation. This indicates that I was indeed working 
towards self-empowerment. Having developed insights at college about the 
medically orientated view of nursing care that I had experienced, and with my 
understanding of the increasing impetus towards individualised needs 
assessment at the time, I became very interested in this area. Upon leaving 
college I had a desire to perform a study outlined in (Timmins 2002a). Despite 
existent barriers in the Republic of Ireland at the time I felt sufficiently 
empowered to do so. I now see that I also wished to revisit and firmly establish 
within the Republic of Ireland the individualised nursing care that I felt so 
comfortable with in my initial nurse training (Narrative One Appendix Two page 
253). I had grown tired of seeing clients treated as just medical conditions. I even
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had a personal experience of being called 'the wisdom tooth' while lying on a 
theatre trolley (during the same period). I wanted to scream, but I kept silent. 
There was no silencing me when I left college. I wished to restore individuality to 
clients within this oppressive system.
The discomfort that I felt was also noted among nurses who were disempowered 
as described by Fulton (1997), 'the nurses felt uncomfortable'. Like me, they 
knew that they were lacking something, and wanted to do something about it; 
above all to get their voices heard (emphasis authors' own) Fulton (1997:534). 
Consistent with Freire's (1970) notion of 'conscientizacao', my increasing 
awareness combined with action was liberating. Falk-Rafael (2001:1) describes 
this 'process of evolving consciousness' as part of the journey towards 
empowerment. For me this was due to an evolvement over time of my 
knowledge, skills and attitudes.
Like the nurses in Falk-Rafael's study (2001:6) my personal empowerment was 
'rooted within the client'. It was frustration about ways of working and failure to 
adequately address the individual needs of patients that drove me along this path 
towards personal empowerment. Frustration at a lack of power to change 
practice at ward level, I believed that the securing of postgraduate education 
(and ultimately knowledge) would provide me with more power on the ward area. 
The culmination of this path was an attempt to provide greater empowerment to 
patients. So that like nurses in Falk-Rafael's study (2001:6) I could encourage 
nurses to follow 'the clients agenda' (Falk-Rafael 2001:6) which for me was 
conceptualised in individualised care. This new understanding of the impetus for 
my study (Timmins 2002a) indicates criticality due the ability to reflect upon my 
projects and reveal new meanings with a surprising outcome.
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2.3.2.4 Re-evaluating the experience: integration
A subsequent examination of literature reveals that oppression was a 
predominant force in Irish nursing at that time. A report prepared for the 
Commission on Nursing (Condell 1998) describes the changes in the 
professional role of the nurse 1980-1997. Nursing in the Republic of Ireland had 
a long history and a multifarious evolution including a religious heritage. In the 
1800s domestic duties were of utmost importance and the medical model 
dominated. While registration of nurses began in the early part of the twentieth 
century it had little effect in advancing the profession (Condell 1998). In 1950 the 
Nurses Act provided for the formation of a national nursing board (An Bord 
Altranais) to oversee nurse training, registration and regulation (Condell 1998). 
However, it is interesting that Condell (1998: ix) noted that the manner of its 
establishment indicated 'the lack of power that nurses had obtained over their 
profession' (only 10 out of 23 members were elected by nurses, the remainder 
were appointed by the Minister for Health; the president's role was not occupied 
by a nurse until almost 30 years later (Condell 1998)). Despite suggesting that 
Irish nursing had been influenced by primary health care initiatives and nursing 
theory Condell (1998:18) also reveals that the apprenticeship style of training 
(that continued until 1996) produced nurses that were 'unquestioning and 
submissive'. Indeed Cowman (1989:26) notes that this submissiveness was a 
pattern 'intrinsic to the whole social and traditional fabric of nursing in Republic of 
Ireland'. Although changes in the training and delivery of nurse education firstly 
resulted in the advent of national requirements for a nursing diploma 
(commencing between 1994 and 1996), and more recently the introduction of an 
all graduate entry profession in 2002, the potential positive effects of a new 
empowered nurse have yet to be seen.
I was uncomfortable that I did not have my own decision making power or voice. 
I now recognise this as loss of humanity that occurs within oppression as 
described by Freire (1970). The instance and preoccupation with hospital 
routines which I perceived as a retrograde style of nursing, actually sought to 
dehumanise patients. Interestingly nurses in Fulton's (1997) study described
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having personal power related to the presence of assertiveness, knowledge and 
experience. Although I had a degree of assertiveness, I did not have the 
necessary knowledge prior to 1994 (Narrative Two Appendix Three page 258) to 
recognise self-disempowerment (and that of my colleagues) or do something 
about it at local level. I operated from a sense of injustice and a professional 
accountability that guided me towards standing up for what I believed in. 
However, it was very difficult to speak in many of these situations, or to be 
heard, it was also difficult to truly express (or address) patients needs. Such was 
the level of passivity among patients in Coronary Care one day, one lady, upon 
questioning her about her modern name (Karen) which I thought was unusual for 
an elderly lady, retorted ' oh no dear that's not my name, I got that when I came 
in here'. Although at some level I was aware of the deficits that I have described 
in the nursing situations, the oppressive element was not clear until now. 
Consistent with Freire's (1970) definition of oppression, there was very little 
freedom of choice for either nurse or patient in many of these situations. 
Ultimately I developed within the traditions outlined (Barnett 1997).
2.3.2.5 Re-evaluating the experience: validation
Boud et al (1985) recommend testing by validation to ascertain whether 
contradictions or inconsistencies exist. Thus discomfort and disempowerment 
require validation within the reflection. Looking back, although not obvious to me 
at the time, I suffered the same lack of humanity as those who are oppressed 
(Freire 1970). On the wards I was a non-entity, except as a worker to get the job 
done. The ward routine prevailed; opinions were not required or welcomed. 
Furthermore, while this routine and ritual oppressed and also took power from 
me, ultimately it served to dehumanise clients. Each client was segregated into a 
number of tasks that had to be performed, regardless in many cases of their 
personal preference. Even when new ideas (such as nursing models) were 
adopted, these were implemented in the same rigid fashion that reduced choice 
for both patient and nurse. Falk-Rafael (2001) Fulton (1997) and Friere (1970) all 
conceptualise empowerment as freedom. My experiences and those of the
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patients in my care were the very antithesis of this. Thus the oppressed became 
the oppressors.
Despite current rhetoric of nursing model based care, Treacy and Hyde (2003) 
recently validated my own views of the predominant deep entrenchment of Irish 
nursing within the medical model of care. These authors commented on 
contemporary nursing in Republic of Ireland suggesting that:
'nurses work within very bureaucratic and hierarchical structures that 
are not conducive to professional development and do not assist in the 
articulation of the value of nursing. Within these structures the 
direction of nursing has been determined by medicine' (Treacy and 
Hyde 2003:92)
Furthermore, Hyde et al (2005) found that despite the use of the Roper Logan 
and Tierney (1980, 1985, 1990,1996) model, documentation in the Republic of 
Ireland indicated that this was little more than a paper exercise with 'references 
to ADL's for impression management' only. Their analysis of nursing 
documentation revealed a predominantly medical approach to care by nurses. In 
addition, Hyde ef al (2005:4) noticed that these nurses constructed a social 
reality that exercised control of the client, placed a high value on rituals such as 
the 'daily-all-over wash' and a low value on client expression of self-identity or 
independence. The latter was often conceptualised as deviant behaviour.
My own frustration and disempowerment is also validated through the mirroring 
of my frustration with that of the workforce of nursing in the Republic of Ireland at 
the time. In 1999 a nurses' strike occurred. Treacy and Hyde (2003:91) noted 
that the 'traditionally conservative nursing workforce' engaged in 'widespread 
and prolonged strike activity' for the first time.
Other nurses like me were eager for individualised needs based care but were 
not empowered to make this a reality. One study preformed in Republic of Ireland 
in response to the World Health Organisation's (1985) reorientation towards
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primary health care indicated that nurses in Republic of Ireland were very 
positively disposed towards patient advocacy and needs based care (An Bord 
Altranais 1988). However a lack of decision-making ability in the country 
emerged as a barrier to this in the study at that time (An Bord Altranais 1988).
2.3.2.6 Re-evaluating the experience: appropriation
Where I have made this new knowledge and awareness of the oppression within 
Irish nursing my own is through my continued interest in assertiveness since 
1994. When teaching assertiveness to nurses or nursing students, many 
expressed difficulty when making requests in the clinical area. For example, 
asking for their preferred day off (McCabe and Timmins 2003). This latter article 
was in the top ten downloaded articles in 2004, and remains in the top twenty. It 
has since been cited (Citations page 235). Similarly, in a follow up of 
assertiveness with Catherine McCabe (Timmins and McCabe 2005a) the nurse 
respondents reported inconsistent application of assertiveness skills, particularly 
with their nurse managers. Although medical dominance is often cited as the 
culprit in the oppression culture, my experiences in the reflection and those of the 
respondents in the study were of oppression within the discipline, a point also 
noted by Farrell (2001). This could however be as Freire (1970) and Farrell 
(2002) suggest that the oppressed become the oppressors:
'It is contended that it is not only the alleged misogyny intrinsic to 
oppression theory that shackles and impedes nurses, but nurses 
themselves, who, in their everyday work and interpersonal 
interactions, act as insidious gatekeepers to an iniquitous status quo' 
(Farrell 2002:32)
Interestingly in accordance with Falk-Rafael's (2001) finding that nurses noted 
their empowerment process was related to their desire for excellence in care. 
Catherine McCabe and I also revealed that nurses cited patient advocacy as the 
number one reason for using assertiveness (Timmins and McCabe 2005a). 
Catherine and I now present widely on this topic to nurses (Presentations page
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251) and have recently published two papers on this topic (Timmins and 
McCabe 2005 a, b).
My reflections in the domain of self reveal that I have undergone reconstruction 
of myself (Barnett 1997). When I returned from nurse training in the UK in 1989 I 
remember facing apathy when initially working as an agency nurse. 'What are 
you doing back here' one nurse said one day, 'there is nothing for nurses in 
Ireland'. Throughout my experiences I was resilient in my personal struggle to 
free myself from oppression.
2.3.3 Critical Self-Reflection in the Domain of the World
2.3.3.1 Returning to the experience
This self-reflection supported by Narrative Three (Appendix Four page 261) 
incorporates an account of critical reflexivity within the domain of the world 
(Barnett 1997). The narrative makes a description of my engagement with the 
world in the time preceding Project One.
2.3.3.2 Attending to the feeling
Upon reading my narratives (Appendix Two, Three and Four) and attending to 
the feelings, my overwhelming feeling now is surprise. I am surprised at the 
emergence of an underlying theme of freedom for students (or attempting to 
provide freedom in their learning) while at the same time being aware of the 
oppressive environment to which I had succumbed. I am also surprised at how 
much my discomfort echoed Freire's (1970) notion of the actual suffering that 
awareness (of oppression) can bring. In many ways I was happier in Narrative 
One (Appendix Two page 253), blissfully ignorant of oppressive influences 
thereby emulating a 'false consciousness' (Taylor 2006:96). Furthermore I am 
surprised that my experiences had begun to form the beginnings of a 
professional working theory. I also recognise that consistent with critical practice,
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I displayed problem-solving skills (Barnett 1997). Upon entering the School of 
Nursing, clinical teaching presented a challenge for me. I was reluctant to 
continue unquestioningly in the traditional ward visits, and sought to create a new 
way through an examination of the literature. Thus a teaching method evolved 
using a reflexive approach.
2.3.3.3 Re-evaluating the experience: association
Association brings together the data of the present and the learning of the past
(Boud and Walker 1990). New attitudes about the level of oppression in the
Republic of Ireland, its effect on the nursing student body, and my attempts to
combat this have emerged for me through this analysis. Begley and Glacken
(2004) reveal that there is a growing awareness about the oppression present
within Irish nursing and the effects that this has on nursing students. Indeed,
Begley (2002) in a large study of student midwives in Republic of Ireland finds
severe oppression within this group. Begley and Glacken (2004:501) suggest
'oppression of nursing students occurs in both the clinical area and in the
classroom'. Assertiveness they suggested 'is a key attribute for nurses without
which true autonomy, professional status or empowerment cannot be achieved'
(Begley and Glacken 2004:501). Without necessarily making links to the
oppression within the system, I tried to establish more facilitative teaching for
students that provided freedom in learning and 'less bureaucratic methods of
teaching and better teacher-learner relationships' as suggested by Begley and
Glacken (2004), through the use of learning contracts. Knowledge, skills, and
education thus empowered (Scott et al 2003) the undergraduate nursing students
through enhancing their confidence to attend to their learning in the clinical area.
This type of development represented personal adaptability and flexibility, within
the context of critical practice (Barnett 1997). I also, according to Brechin (2000)
expressed critical practice as I operated to challenge structural disadvantage.
Nursing students in the Republic of Ireland were oppressed. The teaching
methods that I used served to empower students by giving them freedom and
power in relation to their learning.
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2.3.3.4 Re-evaluating the experience: integration
Integration is the processing of the material gained from the current experience 
and from pre-existing knowledge in order to explore its meaningfulness and 
usefulness. What was simply a mass of data is worked through to establish 
connections (Boud and Walker 1990).
At the time of this reflection I was conscious at some level that this hospital 
based School of Nursing experience had been oppressive; I had read Freire 
(1970) during this time and had a 'aha' moment which I tried to share with 
colleagues, but no one saw the connection. However, I believe my understanding 
of the situation was very superficial. I also did not relate this oppression to 
oppression in nursing (or my nursing career) in general; but ascribed it rather to 
the School management system. Furthermore I had no idea that through my own 
fight (and indeed flight, to the university) for freedom I began to attempt to 
empower others. Another aspect of the novel approach that I used with students 
when teaching in the clinical areas, was that I did not preserve the power 
relationships that existed with regard to nursing students at the time. Rather than 
a cursory visit that either checked up on students, worked alongside them to role 
model the 'correct way' of doing things or provide a didactic teaching session, I 
aimed to provide a supportive weekly group meeting where students could share 
their experiences and develop their case studies and contracts and generally 
develop their own ways of providing holistic nursing care and reflecting upon it. 
This displayed criticality as it involved refashioning the use of traditional practice 
in the area (Barnett 1997).
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2.3.3.5 Re-evaluating the experience: validation
The particular context in which my experiences took place was oppressive and 
subsequent reading substantiates this (Condell 1998, Treacy and Hyde 2003). 
Oppression and disempowerment are prevalent themes in Irish nursing. Nursing 
care is also predominantly based on the medical model. Nurses have 
constructed their own social norms with regard to client care that places the 
power firmly with the nurse. The perceived routines that I wished to draw 
students away from are also further validated in the literature. Hyde et al (2005:4) 
find that Irish nurses place a high value on rituals such as the 'daily-all-over 
wash' and a low value on client expression of self-identity or independence.
Although these experiences were contextual, there is evidence that the 
oppressive hierarchy within which nursing operates within the Republic of Ireland 
is reflected internationally (Fulton 1997, Cott 2000). Begley and Glacken (2004) 
further confirm that this oppression extends to the student body perpetuated by 
their clinical experiences and their educators. My use of evidence-based 
innovative teaching methods in the clinical area thus served to break this 
oppressive cycle by providing freedom to students to learn validated in their 
feedback. Further validation of the importance of this work in this area, is through 
the acceptance for publication of the subsequent description of my use of 
learning contracts (Timmins 2002b).
2.3.3.6 Re-evaluating the experience: appropriation
The use of learning contracts with students in Narrative Three (Appendix Four) 
provided students with the opportunity to exercise creativity and responsibility, 
which are key components in professional nursing. There is also a pervasive 
theme of individualised nursing. I felt anxious to develop ways of teaching and 
learning for the students in the clinical area that did not perpetuate the routine 
care that existed, hence my use of case studies and learning contracts. I was 
very disappointed with the discovery at the time that these 'new' diploma
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students so actively sought out individual opportunities to witness or perform set 
skills. This was a new development that began to occur in the hospital with the 
advent of the diploma program. The staff at the time had little preparation for 
dealing with these new students as the program was brought about very quickly 
with little preparation for staff. As a result of their being unprepared to deal with 
these new students the staff tended to comply with their wishes. Thus the trend 
of chasing experiences began. This completely opposed my own notions of 
individualised and holistic client care, something that I then tried to engender in 
the students through the use of learning contracts and reflection on practice. I 
now begin to see a trend in my professional working theory. Concerned with 
perceived rituals and routines I sought to engender new ways of working that 
captured the essence of individualised care. My use of case studies, learning 
contracts and reflection encouraged students to consider clients as individuals 
and remove them from the dominant feature of student learning on the wards at 
the time, which were routine bed baths and observations. This latter action 
reveals critique in action (Barnett 1997). I demonstrate an attempt to reconstruct 
the world of practice through innovative teaching methods. This demonstrates 
appropriate criticality in this domain.
2.3.4 Conclusion
Critical reflection upon Project One enabled me to see my own practice afresh 
and challenge my own assumptions (Roife et al 2001). It also permitted me to 
reflect upon both the antecedents and consequences of my work as well as upon 
the project itself. Falk-Rafael (2001:1) conceptualised empowerment as a 
'process of evolving consciousness' and certainly these reflections indicate a 
quite lengthy process of evolvement towards my own personal empowerment. 
The initial impetus for change was a sense of discomfort and a recognised need 
for my own assertiveness and further education; I now realise that there existed 
an underlying personal disempowerment of which I was unaware.
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Barnett (1997) referred to critical action as a framework for action that would 
facilitate decision-making and action in the real world of practice. By moving from 
a point of personal discomfort, towards personal introspection and reorientation 
of personal beliefs (Narrative One Appendix Two page 253) I moved to a point 
whereby I analysed current policy and theory at a practice level publicly through 
research and publication. This also represents critical action. I did not just 
analyse the work; I placed it within the domain of the world to allow others to 
make decisions and take actions on that basis. Furthermore the 
operationalisation of my study (Timmins 2002a) was an action step that took 
personal decision-making and action in practice. Finally the publicising of those 
findings (Timmins and Kaliszer 2003) further enhances action that took place in 
the real world. The fact that this paper was the top downloaded article in this 
journal in 2004 is a testament to the fact that it facilitated action. Thus, I 
ultimately used reflection and later action in order to transform the world (Freire 
1970).
The results of my study both contribute to and comply with ongoing 
transformations within the world of nursing. My study addressed major gaps in 
European information at that time. Major ongoing advances in treatment original 
studies affected client information needs. Increasing survival rate of clients 
increases the likelihood of presentation and readmission to hospital with evolving 
symptoms associated with coronary heart disease (McMurray and Stewart 2001). 
Symptom management and symptom prevention are emerging new client and 
nurse priorities in care and these were illuminated, for the first time, among this 
population (Timmins 2002a). Similarly, the increasing specialty of nurses within 
cardiac nursing revealed a congruency among responses hitherto not found 
among studies of this kind.
Critique of study methods reveals reporting inaccuracies in previous studies. 
Traditionally prioritising responses was based on a means only calculation and 
visual comparison of means scores. As the means were so closely related (due 
to the failure to discriminate) in reality the top-ranking item scored little more than
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items deemed further down the priority list (the means were all close in range). 
Reporting of differences between nurse and client groups often relied on visual 
inspection of these means and thus was misleading.
It is evident that I took a critical stance with regard to current doctrine within Irish 
nursing at that time. Examining the eight forms of self-reflection, in the three 
domains of critical being reveals that within the domain of self, I undertook critical 
reflection during my nine year journey, and self-realisation was evident at the 
time (that education was rooted in the medical model) and more recently, newly 
found awareness and self-realisation (of the level of self and client 
disempowerment that led to my journey). However immediately when I 
attempted to document my learning and share this with others (through 
publication), educational reflection was also evident. This is a reflection upon the 
general theories of education, communication and human development that 
transcend the disciplinary differences. Thus I tried to describe and present the 
theories within education and health promotion that could or should underpin 
cardiac patient education in an attempt to provide an approach that is 
individualised, needs based and ultimately empowering (Egan 1999a,b).
The questioning of practices within the discipline represents disciplinary 
reflection. The compulsion to perform my study (Timmins 2002a) arising from my 
experiences was a form of reflection within the world. When I was collecting data 
I was actually acting out this empowerment approach, finding out what it was 
patients were interested to know about and later describing and analysing those 
facts. This is reflective practice. Further reflection within the real world came 
about through dialogue with staff in the area while performing the study (which as 
I mentioned was quite a novel item at the time; thereby the very fact of 
performing the study was consciousness raising and nurses in the unit were very 
keen to receive the results). Further conference presentations not only raised 
awareness but also formed a platform for dialogue with large groups of 
practitioners that would not otherwise happen. From this, as societal reflection 
takes place over time, reflection on this particular practice became a social
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formation. This reflection within groups with a view to changing practice (as 
many attendees asked how they would individualise information giving) reflects a 
form of metacompetence.
It was also evident from critical reflection that my two projects represented an 
evolving consciousness over time (Friere 1970). It is evident that although my 
critical action is ongoing, both critical self-reflection and critical action (Barnett 
1997) have occurred, manifested largely in these projects but also through other 
writings and presentations. This is where I have found my voice, and encouraged 
others to find theirs. The transformation, though not complete, is evident thus 
praxis has occurred (Freire 1970).
There is evidence of personal engagement throughout my described journey 
associated with Project One. I developed new understandings and although I 
initially started out by questioning practice, ultimately I questioned my own 
assumptions and understanding. For Brechin, this is the first step in critical 
practice (Brechin 2000). Although I had not hitherto described this situation, it is 
evident that both self-reflection and reflexivity took place at that time that enabled 
me to come to this point of development. Critical reflection within the portfolio 
reveals new feelings and new awareness. As a result of this reflection 
Knowledge, disempowerment and empowerment are predominant emergent 
themes.
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Abstract
The research instrument employed to collect data in this study was a questionnaire, the Cardiac Patients 
Learning Needs Inventory (CPLNI) (Gerard and Peterson, 1984, Turton, 1998) and was administered to 
both patients and nurses. The patients were sampled on two occasions, firstly on day 3 following their 
myocardial infarction and secondly at six weeks post the event. The patient population in this study were 
those patients who experienced a myocardial infarction for the first time. A sample was selected of 27 of 
these patients presenting sequentially at one hospital site. The questionnaire was administered to the 
patients in the first phase of cardiac recovery (day3) during their stay in the coronary care unit and in the 
third phase of recovery (6 weeks), while they were recovering at home. The response rate to the second 
questionnaire was 66% (n=18). The nurse population in this study were all the nurses employed in one 
coronary care unit and cardiac ward at a large Dublin Hospital and all the nurses employed as cardiac 
rehabilitation nurses/officers in Ireland at the time of commencement of the study. The sample comprised 
68 nurse respondents from 3 areas; Wards (A), CCU (B), and Rehabilitation (C). The response rates were: 
A: 80% (17/27), B: 92% (25/27), C: 74% (26/35). The results reveal congruency in responses between all 
three groups and that symptom management emerges as a priority learning need. The response distribution 
for the patients differs somewhat from that of the nurses, but this difference is accounted for by mainly 3 
statements, all in the 'Physical activity' category, namely statements 24 (when to resume driving),27 (when 
to resume sexual activity), and 28 (when to resume work). These findings support the findings of previous 
studies on the topic.
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Chapter 1: The Literature Review 
Introduction to the Literature Review
Cardiac education and cardiac rehabilitation aim to improve a patient's long-term survival and recovery, 
post myocardial infarction, through education on risk factor management. Risk factors are those which, 
when present in an individual, place that person at a higher risk of developing ischaemic heart disease. 
These include smoking, hypertension, elevated serum cholesterol, obesity, diabetes and lack of exercise. 
Patients are commonly taught about management in these areas through written and verbal information 
regarding anatomy and physiology, lifestyle, medications, exercise and diet advice. Studies that have 
addressed the learning needs of cardiac patients, in the US and UK, have suggested that patients view all of 
these items as important to learn immediately following a cardiac event (Moynihan, 1984, Gerard and 
Peterson, 1984, Casey et al, 1984, Karlik and Yarcheski, 1987, Wingate, 1990, Chan, 1990, Jaarsma et.al, 
1995, Ashton, 1997, Turton, 1998, Hughes, 2000). However, nurse and patient perceptions of what 
constitutes priority learning has been shown to differ. Nurses viewed the areas of medications, anatomy 
and physiology and resuming sexual activity as having greater importance while patients consistently rated 
these items as being less important. This incongruity between patients and nurses perceptions of what 
constitutes priority learning following a cardiac event has implications for health care delivery. Education 
programmes that are based on healthcare workers perceptions of what patients need to know about their 
health are unlikely to succeed. Rather than patients passively taking in information, patients must be 
actively involved in the development of cardiac education programmes.
This study explores what information is viewed as most important to learn for those patients who have 
recently suffered a myocardial infarction, in an Irish setting.
1.1 Patient Education
1.1.1 Definition of Patient Education
A review of the literature reveals that there is no universally accepted definition of patient education. 
Luker and Caress (1989) defined patient education as:
The imparting of information, skills or knowledge by the nurse, with the aim of bringing 
about demonstrable behavioural or attitudinal change.
Smith (1989) advocated that patient education is a process of assisting individuals to change behaviour. It 
empowers individuals to change behaviour, accept health-related information, become partners in their 
medical regimes and fit new health behaviours into their daily lives (Smith, 1989).
Patient education has been described as an active process that involves patient teaching by the nurse and 
learning by the patient (Close, 1988). Teaching methods employed to promote change include information 
giving strategies such as booklets, lectures and videotape recordings (Luker and Caress, 1989). Practical 
demonstration and role-play can also promote patient learning (Luker and Caress, 1989). The purpose of 
patient education is to enable patients to make decisions about their own health by empowering them with 
the necessary knowledge, skills and attitudes (Smith, 1989).
There is increasing recognition of the need to develop an accepted model for patient education (Nolan and 
Nolan, 1998). Sound theory is essential to the design of effective, efficient and practical education 
programmes (Naidoo and Wills, 1994). However no definitive theory of health education exists (Scaffa, 
1998). Rather, health education draws on a body of knowledge from a variety of sciences (Scaffa, 1998). 
Barriers that have been identified to the development of a comprehensive theory of health education 
include the complexity of human behaviour, the complexity of health behaviours, achieving consensus and 
acceptance and lack of perception of the need for and agreement on a theory among health educators 
(Scaffa, 1998). As an alternative to the pursuit of a uniform methodological approach Naidoo and Wills, 
(1994) suggested that attention is focused on the quality of the educational process. This point was 
endorsed by Mullen et al (1992) who conducted a meta- analysis of controlled trials of cardiac patient 
education and concluded that programs have demonstrated a measurable impact on blood pressure, 
mortality, exercise and diet, while other parameters are positively affected although less consistently. 
Effectiveness of education was not determined by a specific technique, but by the quality of planning of the
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intervention. Mullen et al (1992) recommended the use of principles such as reinforcement, feedback, 
individualisation, facilitation and relevance to patients' needs.
These principles are core concepts of Knowles (1989) theory of Andragogy, which has been utilised as a 
framework for patient education for a number of years. It is a process model, focusing on patient 
involvement and self-directed learning. (Knowles 1989) advocates mutual planning, to include diagnosis of 
learning needs, formulating program objectives, choosing suitable techniques and evaluating the learning 
outcome.
1.1.2 How Adults Learn
The field of adult education is continuously expanding. However, no one theory of learning exists that is 
sufficient to guide all teaching practice (Gessner, 1989). Merriam (1987) suggested that:
A theory of adult learning would be a set of inter-related principles that enable us to 
understand how adults learn. Carried a step further, if we understand how adults 
learn we should be able to predict when and how learning will take place, and as 
practitioners, arrange for its occurrence.
The andragogical approach to learning encourages learners to be self-directing and to draw on their 
experience (Howard, 1993). It is the teacher's responsibility to base learning on the individuals 'need to 
know' (Jarvis, 1987). Knowles (1987) advocates the use of the term 'Andragogy' as opposed to 
'pedagogy' to denote the art and science of helping adults to leam. Andragogy has been utilised as a 
framework for patient teaching for a number of years (Gessner, 1989). Knowles (1987) has identified 
several concepts that are important to adult learning including diagnosis of learning needs. 
Milazzo (1990) suggested that a standard practice and utilisation of adult learning theory would enable 
nurses and other health care professionals to actualise a commitment to patient education. Wingate (1990) 
suggested that nurses familiarise themselves with Knowles (1989) theory of learning in order to understand 
the conditions required for learning to take place.
1.1.3 Information Needs:
Educational needs, information needs and learning needs are used interchangeably within the literature. 
Mason-Attwood and Ellis (1971) suggested that a need is a deficiency that detracts from a person's well 
being. These authors described educational needs as those which result from educational deficiency and 
which can be satisfied by a learning experience. Knowles (1989) defined a learning need as the gap 
between competencies specified and the present level of development. Knowles (1989) suggested that 
assessment of learning needs is critical to adult education (Knowles, 1989). The term 'information need' 
used in this study may be defined as a deficiency of information that may be satisfied by a learning 
experience.
Poor assessment of information needs of the patient presented barriers to patient education (Close, 1987). 
Assessment of needs has been identified as a crucial component of cardiac patient education programs 
(Wingate, 1990, Moynihan, 1984). Needs assessment involves systematic data collection from the 
individuals concerned (Kristjanson and Scanlon, 1989). Several studies have addressed the informational 
/educational needs of the patients following myocardial infarction (MI) (Gerard & Peterson, 1984, Karlik 
and Yarcheski, 1987, Wingate, 1990, Chan, 1990, Casey et al, 1984, Ashton, 1997, Turton, 1998, Hughes, 
2000). These studies revealed a general agreement in the literature about the informational needs of cardiac 
patients. Areas where needs existed included risk factor management, medications, cardiac anatomy and 
physiology and psychological responses. However, specific areas that require prioritisation in teaching 
were not classified (Davis et al, 1995).
Discrepancies also existed between nurse and patient perception of learning needs (Karlik and Yarcheski, 
1987, Gerard & Peterson, 1984). Needs also varied depending on the stage of recovery (Moynihan, 1984, 
Wingate, 1990). Information about emotional response to illness has been identified as an area where there 
was an educational deficit (Moynihan, 1984, Jaarsma et al, 1993). Several studies indicated that patients 
experience significant emotional distress following a myocardial infarction (Ladwig et al 1994, Lewin et al 
1992, Stern et al 1977, Wilklund et al 1984). Current educational programs were reported to have failed to 
target this area of need, resulting in sub optimal education of cardiac patients (Jaarsma et al, 1995).
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Evaluation of existing teaching programmes was suggested to incorporate a holistic approach to assessment 
of information needs (Jaarsma et al, 1995).
1.1.4 Patient's perception of information needs
Many educators today favour the 'needs' approach as a means of educating adults (Mason-Attwood et al, 
1987). Rather than imparting information based in the preferences of administration, or implementing mass 
programmes designed for general use with little regard of individual requirements, this approach attempts 
to identify and meet the needs of the individual. The crucial element in needs assessment is the learner's 
own perception of the information deficiency.
Studies (Moynihan 1984, Gerard and Peterson 1984, Casey and O'Connell 1984, Karlik and Yarcheski 
1987, Wingate 1990, Chan, 1990, Jaarsma et al, 1995, Turton, 1998) portrayed a general agreement in the 
literature about the learning needs of myocardial infarction patients. Perceived needs exist in the areas of 
risk factor management, medication information, cardiac anatomy and physiology, psychological factors, 
diet and physical activity (Moynihan, 1984, Gerard and Peterson, 1984, Karlik and Yarcheski, 1987, 
Wingate, 1990, Chan, 1990, Jaarsma et al, 1995, Turton, 1998). However, Moynihan (1984) highlighted the 
fact that patients needs varied over time and Casey et al (1984) indicated that needs differ for patients who 
are suffering the event for the first time. It is of interest to note that the findings reveal incongruities 
between nurse and patient perceptions of learning needs. One example of this is that many studies revealed 
that patients perceived the area of risk factors to be of greatest importance (Gerard and Peterson, 1984, 
Karlik and Yarcheski, 1987, Wingate, 1990, Chan, 1990 and Turton, 1998) whereas this was often deemed 
to be of lesser importance to nursing staff (Gerard and Peterson, 1984, Karlik and Yarcheski, 1987). In 
some studies nurses perceived medication information to be of greatest importance to patients (Gerard and 
Peterson, 1984, Casey et al, 1984) in contrast to patients who placed a low priority on this area, particularly 
in the early stages of recovery (Wingate, 1990). These findings indicate that patients appear to favour 
practical information about their condition, it's cause and prevention, whereas nurses are more focused on 
medical aspects of care such as medications and anatomy and physiology (Turton, 1998). A suggested 
reason for this is that during illness patients may view information central to their survival as being of most 
importance (Turton, 1998). The discrepancies that exist between nurse and patient perception of priority 
learning needs highlight the importance of education programs that are tailored towards individual patient 
needs. The nurse has an increasingly important role in the provision of patient orientated needs based 
programs.
1.1.5 The Role Of The Nurse In Patient Education
Patient education is increasingly being recognised as an important function in nursing practice (Close, 
1988, Caffarella, 1984, Noble, 1991). Close (1988) suggested that the nurse has more opportunity for 
patient teaching than any other member of the health care team. More time is spent with the patient; 
therefore the nurse is in a position to assess the information needs of the patient. Other health professionals 
viewed nurses as having a pivotal role in patient education (Cafferella, 1984). Cafferella (1984) in a study 
of 22 community hospitals in Maine described how physicians and allied health professionals, and nurses 
themselves defined the role of the nurse in relation to patient education. The survey instrument consisted 
of closed-ended, multiple-choice questions. Seven hundred and twenty out of 1308 questionnaires were 
returned, giving a response rate of 56%.
The study found that 69% of respondents felt that nurses should have a primary responsibility for 
conducting patient education and almost 75% of the nurses themselves felt they should have this 
responsibility (Cafferella, 1984). However, older studies of hospital based patient teaching show 
dissatisfaction with information received (Reynolds, 1978). Reynolds (1978) performed a study of 100 
patients on four general surgical wards in a large teaching hospital. The research instrument was an 
interview and structured questionnaire. The findings demonstrated that 69% of respondents were either 
dissatisfied or strongly dissatisfied with the quality of information received (Reynolds 1978). The author 
recommended that communication between doctors and patients needed to be increased. Some authors 
suggested (Close, 1987, Winslow, 1976) that barriers existed for nurses with regard to patient education;
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these include lack of knowledge, lack of skill, poor assessment of information needs of the patient and lack 
of clearly defined teaching role (Close, 1987). Although nurses perceive patient teaching as an essential 
function, these barriers may adversely affect teaching. To ensure cardiac education program success nurses 
must address these barriers. Commitment to the development of effective cardiac education programs 
requires nurses to have additional knowledge and skills.
1.2 Psychological Factors
Studies have indicated that although cardiac patients perceived psychological factors to be an important 
learning area, many studies revealed that this category was low on the list of patient information needs. 
Despite this finding many patients reported experiencing emotional reactions after an acute cardiac event 
(Jaarsma et al, 1995, 59%). Anxiety and depression are frequently manifested signs of emotional distress in 
clients who have suffered a myocardial infarction (Ladwig et al, 1994, Lewin et al, 1992, Stern et al, 1977, 
Wiklund et al, 1984). Anxiety and depression may have contributed to lack of performance of self care 
behaviour required during recovery from acute cardiac events such as risk factor modification, medication 
administration and dietary alterations (Conn et al, 1990). It has also been associated with a lower return to 
work (Stern et al, 1977, Mayou et al, 1978). In addition authors suggested that patients who suffered 
depression were a high-risk group with an increased mortality risk (Ladwig et al, 1994). Despite the 
apparent low importance of this item to cardiac patients, it is evident that it is an area essential to health and 
well being that may require further exploration as patients information needs in this area have not been 
clearly identified (Moynihan, 1984, Jaarsma et al, 1993).
Johnson & Morse (1990) examined the process of adjustment that individuals experience following an MI. 
This qualitative study used a grounded theory approach. Interviews with 14 people who had suffered an 
MI provided the major source of the data. The findings of the study indicated that the process of 
adjustment after an MI was variable and incorporated four distinct stages. The first stage, defending 
oneself, begins when patients first develop symptoms and continued as long as 7 days. Patients tried to 
keep a sense of control and they used coping strategies such as denial. During the second stage, coming to 
terms, patients began to understand that a heart attack has occurred, and what significance that had for their 
future. This involved facing mortality, making sense of the event, facing limitations and looking to the 
future. It began as early as 3 days or as late as 8 days following an MI. The third stage, learning to live 
involves patients seeking a lifestyle that they would maintain and tolerate and when they could begin to 
trust their own abilities.
The fourth stage, living again, was acceptance of ones limitations, refocusing on other concerns and the 
attainment of a sense of mastery. This process of adjustment after a myocardial infarction represented the 
individual's attempts to regain a sense of personal control (Moser and Dracup, 1995).
Moser and Dracup (1995) attempted to determine the relationship between patient's feelings of control 
after the acute event and psychological recovery 6 months later. One hundred and seventy-six patients who 
had had a myocardial infarction or who had undergone coronary bypass or both were included in the study. 
This was a longitudinal, comparative survey, where patients with high perceptions of control were 
compared with those with low perceptions of control at baseline to determine differences in psychological 
recovery 6 months later. Perceived control was defined as the self generated belief that a person can 
influence an event (Moser and Dracup, 1995). Psychosocial recovery was operationalised as anxiety, 
depression and hostility and overall psychosocial adjustment to illness. The findings demonstrated 
significant differences in psychosocial recovery between patients with feelings of high control as opposed 
to those with feelings of low control. Patients with feelings of high control at baseline were less anxious, 
depressed and hostile and had better psychosocial adjustment at 6 months follow up that those with feelings 
of low control. The author concluded that feelings of perceived control are important for psychosocial 
recovery after a cardiac event. Facilitating patients' understanding of their medical condition, imparting 
knowledge and encouraging self-care is believed to increase feelings of perceived control (Moser and 
Dracup, 1995).
Wilklund et al (1984 observed psychosocial outcomes one year after a first myocardial infarction. The 
study population was 177 males less than 61 years of age who had suffered a first myocardial infarction. 
The research instruments included an interview, questionnaire and medical examination. Standard
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statistical methods were used to analyse data. The researcher found that emotional distress was frequently 
displayed. The study indicated that psychological factors were stronger determinants of maladjustment than 
smoking or angina. Other variables such as severity of illness or social factors did not influence 
maladjustment.
Conn et al (1991) found similar results. The authors examined the relationship between anxiety; depression 
and performance of self care behaviours in older adult myocardial infarction survivors. The research 
instrument employed to gather data was an interview and questionnaire). The sample population consisted 
of 94 adults aged 65 years and over. The findings demonstrated that depression accounted for a large 
percentage (49%) of the variance in quality of life among these survivors. Depression scores also predicted 
each of the self-care behaviours (Modifying diet, administering medications, managing stress and reducing 
smoking). Anxiety and depression are often displayed by patients as emotional responses to myocardial 
infarction. Studies indicate that patient's progress through a period of emotional adjustment and that 
perceived control over the situation might affect this adjustment. Feelings of low control may encourage 
feelings of anxiety and depression. It is important that a patient's needs in this area are identified and 
appropriate support mechanisms are put in place.
1.3 Anatomy and Physiology
Cardiac anatomy and physiology was commonly taught to patients who had experienced a myocardial 
infarction (Sivarajan et al, 1983, Scalzi et al, 1980, Barbarowicz, et al, 1980).
Education about the structure and function of the heart was frequently a component of cardiac teaching 
programs and has been revealed in studies to be a priority learning area for patients. Gerard and Peterson 
(1984) devised an instrument to assess the information needs of cardiac patients, the Cardiac Patients 
Learning Needs Inventory (CPLNI) in 1984. The tool was used to collect data in a subsequent replication 
study (Karlik and Yarcheski, 1987) and was also used to collect information in several UK and US studies 
over the past 20 years (Gerard and Peterson, 1984, Karlik and Yarcheski, 1987, Wingate, 1990, Chan, 
1990, Ashton, 1997, Turton, 1998, Hughes, 2000). This questionnaire contained eight and later seven 
subcategories, including anatomy and physiology. The findings revealed that patients in all cases ranked 
anatomy and physiology as having a high priority for learning (Table 1). However the subject matter of 
anatomy and physiology encompass a large area of teaching, all of which may not have been relevant to the 
patient (Chan 1990). Chan (1990) found that although patient rated anatomy and physiology as important 
for learning, specific items such as "what the heart looks like" and "how it works" were of lesser 
importance to them (Chan 1990). The results of these studies support the teaching of anatomy and 
physiology to cardiac patients. No research has been carried out on this topic within Ireland.
Although studies support the teaching of anatomy and physiology to cardiac patients, many of these studies 
suggested that patients viewed information that was pertinent to survival as being of greatest importance. 
Individual items such as 'what to do for chest pain' often scored high (Karlik and Yarcheski, 1987) 
whereas items such as 'what the heart looks like' including the coronary blood supply were often reported 
as being of least importance to patients (Chan, 1990, Turton, 1998). Within the category of anatomy and 
physiology, patients in Chan's (1990) study were most concerned with knowing the cause of an MI. 
Clearly, anatomy and physiology are important areas for learning for patients post MI, however teaching in 
this area needs to be related and applied directly to the patients condition, symptoms and prognosis as this 
is where patient concern lies.






















































































































































































































































































































































































1.4.1 Definition of Risk Factors
The 'cause' of atherosclerosis is still unknown (Becker and Gardner, 1988). In 1961, the Framingham 
study introduced the concept of risk factors for the development of coronary artery disease (Kannel et al, 
1961). This concept was based on the observation that no one factor could be identified as the cause of 
atherosclerotic heart disease but a statistical correlation with cardiovascular risk existed for several clinical 
and laboratory features 85 (Becker and Gardner, 1988). A risk factor is a characteristic of a person that 
increases the likelihood of that person developing coronary artery disease (Becker and Gardner, 1988). It is 
a term widely used to describe characteristics found in healthy individuals that have been found in 
observational epidemiological studies to be related to the subsequent occurrence of coronary heart disease 
(Pyorala et al, 1994).
The known risk factors for coronary heart disease are cigarette smoking, hypertension, diabetes, elevated 
serum cholesterol and obesity (Becker and Gardner, 1988, World Health Organisation, 1991). There is 
evidence to suggest that risk factor management can result in reduced morbidity and mortality rates from 
coronary artery disease (World Health Organisation 1991). Education of patients with established 
cardiovascular disease can prevent recurrence and progression of the disease (World Health Organisation 
1991). As a result, education about risk factor management and promotion of a healthy lifestyle is a major 
component of cardiac teaching programmes. Several studies have indicated that patients perceive education 
about risk factors associated with the development of coronary heart disease to be the most important 
component of cardiac teaching programmes (Table 1).
Identification and modification of risk factors in patients with established heart disease is known as 
secondary prevention and is aimed at reducing mortality and morbidity from ishaemic heart disease. It is 
recommended by the Task Force of the European Society of Cardiology (Pyorala et al, 1994). The 
recommendations for components of a risk management strategy include avoidance of smoking, 
management of hypertension and dietary modifications aimed at lowering serum cholesterol (Irish Heart 
Foundation, 1995). These risk factors will now be considered individually.
1.4.2 Avoidance of Smoking
Cigarette smoking significantly increases the individuals' risk for developing coronary artery disease 
(Pyorala et al, 1994). Smoking promotes atheroma production and thrombus formation, thereby increasing 
the risk of developing a myocardial infarction. (Pyorala et al, 1994, Van Jones and Blackwood, 1992). 
Longitudinal prospective studies such as that performed by Doll and Peto (1976) confirmed cigarette 
smoking as a major contributory factor in the development of ishaemic heart disease. Doll and Peto (1976) 
surveyed British doctors' smoking habits and related mortality rates. The research instrument employed 
was a questionnaire related to smoking and 34,440 men took part in the study. Four questionnaires were 
completed over a period of 20 years (1851 - 1971). The results of the study indicate that ischaemic heart 
disease was a major cause of death in men under the age of 85 years. In all cases smoking was a 
contributory factor in death from these causes. It was also revealed that men who gave up smoking 
between the ages of 34 and 55 years reduced their risk of developing a fatal coronary event by 50% (Doll 
and Peto, 1976), thus confirming the importance of lifestyle changes in improving mortality and morbidity 
from ishaemic heart disease.
Nurses have an important role assisting patients to cease smoking (MacCleod Clarke and Webb, 1990). 
MacCleod Clark and Webb (1990) observed the nurses' role in assisting patients (n= 68) to cease smoking. 
Physiological measurements of carbon monoxide in exhaled air and urine continue to validate measures of 
smoking cessation. The results of the study indicated that 17% of patients had successfully ceased to 
smoke after one year. The author outlined the potential of nurses as health educators in this area.
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1.4.3 Management of Hypertension
Hypertension is difficult to define precisely, but treatment is generally indicated if the diastolic pressure 
regularly exceeds lOOmHg (Neal, 1994). Hypertension is a recognised risk factor for the development of 
coronary heart disease (World Health Organisation 1991, Pyorala et al, 1994). Hypertension is a 
contributory factor in the development of atheroma as increased pressure results in fat been driven into the 
vessel wall (Tortora and Anagnostakos, 1990). This factor along with the increased myocardial oxygen 
demand resulting from hypertension places the patient at increased risk of developing a myocardial 
infarction (Tortora and Anagnostakos, 1990). Randomised controlled trials have demonstrated that 
pharmacological management of hypertension significantly reduces morbidity and mortality rates from 
coronary artery disease (Collins et al, 1990). Collins et al (1990) performed an analysis of these trials. 
37,000 individuals were tested, with a mean treatment duration of 5 years. The findings demonstrated that 
a reduction in blood pressure was associated with a reduction of the risk of developing coronary artery 
disease by 14%. Health education in the area of hypertension is aimed at blood pressure screening for 
presence of hypertension, reduction of predisposing factors and education about the importance of 
compliance to medication.
Reduction of predisposing factors (obesity, increased sodium intake and lack of exercise) can have a 
positive impact upon hypertension. The Kilkenny Health Project (Irish Heart Foundation 1994(b)) was 
established as a pilot program for cardiovascular disease prevention in Ireland. The main goal of the 
project was to reduce the mortality rates arising from cardiovascular diseases. A planned health promotion 
program lasting five years was implemented, targeting the following areas: promotion of healthy eating, 
smoking prevention, control of high blood pressure and promotion of physical activity.
Approximately 1,300 people participated in the study. The research instrument used was a questionnaire 
and health survey. The findings revealed a significant decline in the prevalence of hypertension (4.4%) 
following the implementation of the program. These findings indicate the positive benefits of reducing 
predisposing factors. Providing patients with appropriate information in this area is aimed at improving 
overall health and well-being.
1.5 Medication Information
Medication advice didn't emerge, as a high patient priority for learning in the studies that utilised the 
CPLNI (Gerard and Peterson, 1984, Karlik and Yarcheski, 1987, Wingate, 1990, Chan, 1990, Turton, 1998, 
Hughes, 2000), with the exception of Ashton (1997) where it was of greatest importance to the female 
cohort (n=48). However many nurses who took part in the same studies viewed it as being of greatest 
importance to learn (Gerard and Peterson, 1984, Karlik and Yarcheski, 1987, Turton, 1998). Patients 
clearly need advice and explanation in this area, in Jaarsma et al's (1995) study more than half of the 
patients discharged suffered effects of treatment post discharge and 23% of patients required further 
information in the area of medications.
Holloway (1996) in a study of 20 patients aimed to establish whether or not patients had sufficient 
knowledge and information concerning their medications on discharge from hospital. The research 
instrument employed was a questionnaire and semi-structured interview. The study identified the degree of 
knowledge and information patients had regarding their medication on discharge from hospital. The study 
revealed that 19 of the patients were taking a total of 72 previously prescribed medications. Twelve of these 
patients were unable to name one of the drugs they had been taking on admission to hospital, 18 did not 
know the prescribed dosage of at least one drug. Nine were unaware of the side effects of at least one of 
the drugs and 10 said they had not received sufficient information about their medication. 
Patients had insufficient knowledge and information concerning their discharge medications. Holloway 
(1996) demonstrated that patients had limited knowledge about their discharge medications and suggested 
that considerable improvement is needed in the education and provision of medication information to the 
hospitalised patient.
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Nurses should aim to teach patients about drug therapy so that by discharge they have full understanding of 
medications and can take them with 100% accuracy. Scalzi et al (1980) revealed that in-hospital education 
could increase compliance with medication. Education about medications and compliance is an essential 
component of a cardiac teaching programme.
1.6 Dietary Information
1.6.1 Dietary Modifications aimed at lowering Serum Cholesterol.
Elevated serum cholesterol has been well established as a risk factor associated with the development of 
coronary heart disease (World Health Organisation, 1991, Schoenberger 1993, Corr, 1994). Some clinical 
trials have demonstrated that a reduction in serum cholesterol reduced the risk of developing coronary heart 
disease (Law et al, 1994, Davey Smith et al, 1993, Holme, 1990, Rossouw et al, 1990). An average 
reduction in plasma total cholesterol of 10% has been found to lead to an average reduction of 20% in the 
risk of Coronary Heart Disease events (Law et al 1994, Davey Smith et al 1993, Holme 1990, Rossouw et 
al 1990). Serum cholesterol levels can be reduced by dietary modification (Julian and Campbell Cowan, 
1992). Most plasma cholesterol is transported as low-density lipoprotein (LDL), which contributes to the 
formation and enhancement of coronary artery lesions (Pyorala et al 1994). LDL level in the blood is 
mainly determined by the intake of saturated fat which is converted to cholesterol in the liver (Julian and 
Campbell Cowan, 1992). Most saturated fat is derived from dairy products and fatty meat.
Patient education programmes encourage the substitution of low fat milk for milk and polyunsaturated 
margarine for butter and lean meat, fish and chicken for fatty meat (Julian & Campbell Cowan 1992). The 
Task Force of the European Society of Cardiology (Pyorala et al 1994) recommends an optimum serum 
cholesterol level of 5.2 mmol/L. The Kilkenny study (Irish Heart Foundation 1994(b)) surveyed a 
population of 1,596 people and revealed the mean serum cholesterol to be 6.00 mmol/L in men and 6.04 
mmol/L in women (Irish Heart Foundation 1994(b)). A follow-up study 5 years later following the 
implementation of a structured health promotion plan indicated a decline in patient cholesterol levels to a 
mean of 5.75 mmol/L in men and 5.59 mmol/L in women (Irish Heart Foundation 1994(b)).
However, despite strong agreement regarding the relationship between cholesterol and myocardial 
infarction, these are still some unresolved issues (Schoenberger, 1993). Some clinical trials have failed to 
reveal a reduction in the number of deaths from cardiac disease in patients with treated high serum 
cholesterol (Canadian Task Force on the Periodic Health Examination, 1993, Corr, 1997).
The Canadian task force on the periodic health examination (1993) performed a Meta analysis of studies 
performed on the screening and management of hypercholestraemia between the years 1966 - 1991. Six 
trials were identified in which polyunsaturated fatty acids were substituted for saturated fatty acids. The 
pooled results indicated a slight decrease in the number of cardiac deaths, and an increase in deaths from 
non-cardiac causes, which resulted in an increase in the overall death rate. Cholesterol lowering was also 
associated with an increase in violent deaths, gallbladder disease and cancer deaths. Although some 
discrepancies exist, dietary advice aimed at lower serum cholesterol forms a central component of in- 
hospital cardiac education programmes. Similar dietary modifications are also advised to reduce obesity.
1.7 Summary and Conclusions of the Literature Review.
Cardiac education and cardiac rehabilitation aim to improve patient's long-term survival and recovery, post 
myocardial infarction, through education on risk factor management. Risk factors, or lifestyle factors, are 
those which, when present in an individual place that person at a higher risk of developing heart disease. 
These include smoking, hypertension, elevated serum cholesterol, obesity, diabetes and lack of exercise. 
Patients are commonly taught about management in these areas through written and verbal information 
regarding anatomy and physiology, lifestyle, medications, exercise and diet advice. Studies that have 
addressed the learning needs of cardiac patients in the US and UK would suggest that patients view all of 
these items as important to learn immediately following a cardiac event (Moynihan, 1984, Gerard and 
Peterson, 1984, Casey and O'Connell, 1984, Karlik and Yarcheski, 1987, Wingate, 1990, Chan, 1990, 
Turton, 1998, Hughes, 2000). However, nurse and patient perceptions' of what constitutes priority learning
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has been shown to differ. Nurses view the areas of medications, anatomy and physiology and resuming 
sexual activity as having greater importance while patients consistently rate these items as being less 
important. This incongruity between patients and nurses perceptions of what constitutes priority learning 
following a cardiac event has implications for health care delivery. Education programmes that are based 
on healthcare workers perceptions of what patients need to know about their health are unlikely to succeed. 
Rather than patients passively taking in information, patients must be actively involved in the development 
of cardiac education programmes. This study aims to establish what information is viewed as most 
important to learn for those patients who have recently suffered a myocardial infarction, in an Irish setting. 
It is hoped that the results of this study will inform patient education and rehabilitation in a meaningful way 
that will contribute to improving the overall quality of care given in this area.
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Chapter 2: The Study
2.1 Introduction to the Study
The aims of this study were to identify patients' perceived information needs immediately following 
myocardial infarction and to use this information to inform patient education programmes. The study 
examined whether or not information that is commonly given to patients following myocardial infarction is 
viewed by patients as important to learn. The study also aimed to identify what nurses view as the most 
important information necessary for the patient to leam immediately following myocardial infarction. The 
method of data collection employed was a questionnaire, the cardiac patients learning needs inventory, 
administered during a structured interview. Quantitative methodology was used to obtain information about 
patients' and nurses' perceptions of what constitutes priority-learning areas in an Irish setting.
2.2 The Title of the Study
'Information needs of myocardial infarction patients'
2.3 Research Hypotheses
1: The information that patients regard as priority learning differs at three days following a myocardial 
infarction and at 6 weeks after the event.
2: The perception of what constitutes priority learning for patients immediately following myocardial 
infarction differs between patients and nurses.
2.4 Rationale for the Hypotheses
It is hypothesised that patients' needs following myocardial infarction vary over time. If this is supported, 
then recommendations will be made for the implementation of methods for assessing individuals' needs 
depending on the stage of recovery. Current education programmes often distribute information to patients 
on a routine basis with little consideration for the individual needs of the patient. A further issue with 
current programmes is that they are often based on what health care professionals view as most important 
to leam, rather than what patients deem most important. If the hypothesis that the perception of what 
constitutes priority learning for patients immediately following myocardial infarction differs between 
patients and nurses is supported, the need to re-orientate programmes to suit patient needs may be required, 
as well as the potential for negotiation of learning needs.
2.5 Definition of Terms
'Patient' in this study refers to both male and female patients admitted to the coronary care unit, following 
a myocardial infarction.
'Nurse' in this study refers to registered nurses working in coronary care units, cardiac wards and on 
cardiac rehabilitation programmes.
2.6 Assumptions and Limitations of the study
This study assumes that information needs exist for patients in the areas of anatomy and physiology, 
medications, exercise, diet, lifestyle factors, psychological factors and symptom management. Information 
is commonly provided to patients, during both structured and unstructured education programmes 
pertaining to these areas. This is based on evidence, common practice and European Guidelines (Pyorala et 
al, 1994, Audit Commission, 1995). One limitation of this study is that the sample size is small, however 
the sample is sufficient to perform the level of analysis required and it is also comparable with previous 
studies that used this tool to collect data, which usually consisted of 30 patients. Another limitation of the 
study is the omission of qualitative methods. Qualitative approaches to data collection often illuminate the 
topic from the patients' perspective and add richness to the data. However, the results are often contextually 
bound and are not generalisable. Qualitative approaches are often used when little is known about a topic. 
In this situation, there is a worldwide body of knowledge regarding patient education and patient needs in
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this area. This study aims to add to the body of knowledge, particularly in Ireland, through the provision of 
objective data.
2.7 Methodology of the study
The research methods employed in this study were quantitative.
2.8 Method of Data Collection- Tools
The research instrument employed to collect data in this study was a questionnaire (CPLNI) that was 
administered to both patients and nurses (appendix 1). The patients were sampled on two occasions, firstly 
on day 3 following their myocardial infarction and secondly at 6 weeks post the event. The first 
questionnaire was administered during a 10 minute structured interview, where the researcher read the 
questions to the patient and completed their response as indicated. The interview served to clarify any 
questions the patient may have had about the questionnaire and to simplify its completion for the patient. 
The second patient questionnaire was self-reporting. The questionnaire distributed to the nurse cohort was 
self-reporting. A box was left at the nurses' station to collect these from the CCU and ward nurses, 
whereas the cardiac rehabilitation nurses were provided with self-addressed envelopes.
2.9 Method of Data Analysis
A computer software package entitled Statistical Package for Social Sciences, SPSS (SPSS, 1999) was used 
to analyse data. Data from the questionnaires were described graphical means and frequency distributions. 
Formal statistical comparisons were made by chi-square tests and analyses of variance. Before-after 
agreement was measured by the kappa coefficient.
2.10 Population and Sampling
The patient population in this study were all those patients who experienced a myocardial infarction for the 
first time. A sequential sample was taken of 27 patients at one hospital site who experienced a myocardial 
infarction for the first time. The questionnaire was administered to the patients in the first phase of cardiac 
recovery (day3) during their stay in the coronary care unit and in the third phase of recovery (6 weeks), post 
discharge.
The nurse population in this study were all the nurses who were employed in a coronary care unit and 
cardiac ward in one individual hospital (n=52) and all the nurses employed as cardiac rehabilitation 
nurses/officers in Ireland (n=35).
2.11 Selection process- Criteria for Inclusion and Exclusion
The following criteria were used to guide sample selection:
Patient cohort
1. The patients must be willing and informed prior to participation in the study and must sign a consent 
form.
2. Patients included in the sample must be deemed suitable to participate by their consultant, who must 
agree in writing to the interview.
3. Patients must be admitted to the coronary care unit or ward for the first time, following a myocardial 
infarction.
4. Patients who have previously been admitted to the coronary care unit or cardiac ward will be excluded 
from the sample.
5. Patients must be fluent in English.
6. Both male and female patients will be included in the sample.
7. Patients must be free from narcotic analgesia.
8. Patients must have no other serious underlying conditions
9. Patients must have experienced an uncomplicated myocardial infarction
10. The patients must be free from psychiatric illness
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Nurse cohort
1. The nurses must be registered general nurses employed on a permanent basis in the coronary care unit, 
cardiac ward or in cardiac rehabilitation.
2. The nurses must be willing to participate.
2.12 Methodological Rigor -validity and reliability
Although the instrument used has previously undergone both reliability and validity testing, the research 
was made more rigorous through the establishment of validity in this context. Face and content validity of 
the questionnaire was established by a panel of 6 experts in the field of coronary care nursing. The 
questionnaire was submitted to a panel of 6 experts in the field of cardiac nursing, in both Ireland and the 
UK. The panel of experts was asked to comment on the scope of the statements covered in relation to the 
aims and objectives of the study using a form based on the recommendations of Waltz and Baussall (1981). 
They were asked to rate the relevance of each question, using a four-point scale. All questions were deemed 
relevant; one item was removed.
2.13 Discussion regarding outcomes
The information obtained from this questionnaire will be used in conjunction with the published literature 
on the topic, to inform both informal and formalised education programmes within the hospital setting. It is 
hoped that the outcomes of the study will support the need for an individualised approach to cardiac 
education rehabilitation. It is also hoped that by highlighting patients' early recovery needs, 
recommendations may be made for the commencement of formalised cardiac education at earlier stages of 
recovery, than at present (6 weeks).
2.14 Results of the study
The Research Hypotheses (restated here) were:
1. The information that patients regard as priority learning is different in patients 3 days following a 
myocardial infarction than those 6 weeks after the event.
2. The perception of what constitutes priority learning for patients immediately following myocardial 
infarction differs between patients and nurses.
The Study objectives were:
1. To compare the 37 statements and 8 information categories on perceived importance
2. To compare nurse groups on their grading of the scales
3. To compare the grading of the nurse groups with the patients
4. To compare the patient responses between hospital and home
Results: 
Measurement scales:
Each statement item has five response options termed from 'not important' to 'very important' and these 
were scored respectively 1 to 5 in the analysis. The scales were found to be extremely non-discriminating, 
highly skewed towards 'very important', hence providing a limited amount of information for analysis. As 
a result of the limited information provided by the data, the analysis that follows is constrained to be largely 
descriptive. The distributions of the responses are shown in Table 2. The counts in the table are responses, 
of which there are 37 per subject, for example for the ward nurses the total number of responses is 17*37 = 
629 (less 2 missing values).



































































































Table 2: distribution of responses among the four subject subgroups
Table 2 shows there is only a handful of 'Not Important' (NI) responses in all the nurse groups, which, 
together with the 'Somewhat Important' (SI) responses, account for 2% or less of all the responses in all the 
nurse groups. At the other extreme, about 70% of the responses were denoted by the nurses as 'Very 
Important' (VI). Hence these scales comprise effectively two, or, at most, three response categories.
The response distribution for the patient subject group is somewhat different from that of the nurses, but 
this difference is accounted for by mainly 3 statements, all in the 'Physical activity' category, namely 
statements 24 (when to resume driving), 27 (when to resume sexual activity), and 28 (when to resume 
work). The last two rows in Table 2 describe the distribution of the patient responses excluding those 3 
statements, and show greater congruency with the nurse group's distributions.
The differences among the distributions of the 3 nurse groups are borderline significant (Chi sq. test, 
P=0.033), mainly accounted for by the CCU nurses scoring a lower rate of VI responses than the other 2 
nurse groups. However the distribution of the patients' responses is significantly different from those of the 
nurse groups, even after excluding the 3 statements above (Chi-sq test, PO.001). As Table 2 shows the 
distribution of the patient responses is more congruent with that of the CCU nurses than the other two nurse 
groups.
Analyses of numeric scores
The five responses were scored in 1 unit intervals respectively from 1 (not important) to 5 (very important) 
and these numeric scores were also used in the analysis.
Analysis of variance (ANOVA)
A two way Analysis of Variance (ANOVA) was carried out with the 8 information categories cross- 
classified with the 4 subject groups. Both these main effects and their interaction were highly statistically 
significant (P<0.001). Hence it can be assumed that there are differences in mean scores among the 
information categories overall, and among the subject groups overall, and also that the differences among 
the subject groups depend on the categories, even after allowing for the skewness in the data, which can 
seriously distort the F statistics.
Differences among categories:
The mean scores are shown in Table 3, arranged in rank order of the mean scores in the patients' group. 
Post-hoc pair wise tests show that the overall mean patients' score is significantly smaller than the overall 
mean score of any of the three nurse groups, which do not differ among themselves (bottom row of the
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Table). The tests show also that in the comparison of the information categories over all the subjects (last 
column), the mean score of 'Symptom management' significantly exceeds the mean scores of all the other 
categories, and that the top three category mean scores (categories 3,4, and 7) are each significantly larger 
than any of the three bottom categories (1,2, and 6). Within the patients group the score of 'Physical 
activity' is significantly smaller than that of any other category, but this is not the case within any of the 
nurse groups.
Of the 32 mean scores pertaining to the 4 subject groups (the first 4 columns), 24 are over 4.5, that is 
closer to 'Very Important' on average than 'Important', and all scores except one are over 4, that is at least 
'Important' on average. With such a clustering close to the maximum of 5, the differences in the mean 
scores are very small, and are unlikely to have any clinical significance.






































































































































































































































































































































































































































A comparison of the rank order of the information categories mean scores among the 4 subject groups 
(Table 3) was used to informally express the extent of agreement among the subject groups in prioritising 
the categories in terms of importance.
The following key findings arise from Table 3:
1. There is agreement between the patients and all nurses combined in ranking category 7 (Symptom 
management) first, and ranking highly (at rank 2 or 3) the categories 4 and 3 (Medication information 
and Lifestyle factors).
2. There is major disagreement between patients and all nurses combined on category 6, (Physical 
activity) which the patients placed last and the nurses second, and possibly on category 1 (Anatomy 
and Physiology), which the patients placed fourth and the nurses last.
3. The somewhat lower overall score of the CCU nurses compared with the other two nurse groups is 
mostly due to their lower scores in categories 2 and 3 (Psychological and Lifestyle factors), though this 
difference is not very clearly reflected in the rank order. (See Figure 1 below).
As a measure of agreement among the groups the ranks are indicative only, since many of the differences in 
the scores, if expressed to two decimal places are very small indeed and probably spuriously precise, but if 
the precision is reduced, there would be too many tied ranks. These difficulties arise because an amount of 
information is ascribed to the data that it does not possess, and the results should be seen in this light.
To better see how the mean scores compare in actual magnitude (as opposed to their order of magnitude), 
they are also plotted in Figure 1 in which the key findings listed above can be clearly identified.
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Figure 1: Mean scores per response category, four subject groups 







Comparison of individual statements
The mean scores of the individual statements and their associated ranks are shown for the four subject 
groups in Table 4. The statements are ordered in rank order of the patient group mean scores.
The mean scores of the patients and all nurses combined (data from the first and last columns of the Table) 
are also compared visually in Figure 2 where the mean patient scores of the statements are plotted against 
the corresponding mean scores of all nurses combined. The closer a statement number is to the diagonal 
line of agreement; the better is the agreement between the patients and nurses for that statement. For 
example if the mean scores for patients and nurses are identical, the statement number will lie on the line. 
When the nurses mean score exceeds the corresponding patients mean score, the statement number appears 
above the line and vice versa, and the greater the vertical distance from the line the bigger the score 
difference. The rank order of the nurse scores is in the vertical direction, and the patient scores in the 
horizontal direction (the full details are contained in Table 4).
Statements 24 and 27 are excluded from the figure for clarity, since their inclusion would compress the 
other points and hence reduce the resolution, however if included, they would lie between 2.2 and 2.4 on 
the horizontal axis and between 4.5 and 4.6 on the vertical axis. They would thus lie far above the line of 
agreement.
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Patient mean scores
The following key findings can be seen from Figure 2 and confirmed by Table 4:
1. Apart from some notable exceptions the points cluster about the line, indicating that on the whole the 
two subject groups prioritise the statements in the same way.
2. Overall, however, the patient mean scores are lower than the corresponding nurse mean scores, even 
when ranked similarly (most points above the line).
3. The four statements, 12, 30, 31, and 32, and especially 30, are scored highest or nearly so by both 
groups.
4. Statements 12 and 34 are scored 'Very important' by nearly all the nurses.
5. The biggest disagreement is on statements 24 and 27, (both in the Physical activity category) which the 
patients scored appreciably lower than any other statement, but the nurses did not.
6. Other statements prioritised and scored higher by the nurses than the patients, are statements 7, 28, 18, 
and possibly also 9. Statements 7 and 9 are in the Psychological factors category, 18 are in Medication 
information, and 28 are in Physical activity.
7. Only a handful of statement numbers appear below the line, notably 2, 16, and 29. Statement 2 was 
rated lowest by the nurses and nearly so by the patients. It was the only statement scored less than 4 by the 
nurses.
8. Statement 16, which the patients ranked 5th but the nurses 32nd was ranked highest by the patients 
relative to the nurses. Statement 29 was ranked 9th by the patients but 35th by the nurses. The patients 
scored both statements somewhat lower.




















































































































































































































































































































































































































































































Table 4: Statement responses, means and ranks (ordered by patient ranks)
Whereas Table 2 includes all the nurse groups, Figure 2 considers only all the nurses combined. To better 
appreciate the relativities among the scores of the statements in all the subject groups, the data of Table 4 is 
presented graphically in Figure 3
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Figure 3: Mean scores of Information Needs: Individual statements by subject group (Statement '39' 
represents the overall mean scores of the 4 subject groups)
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In addition to the foregoing findings the following can also be seen from Figure 3:
1. The figure starkly illustrates the high clustering of high scores, and the consequent low discrimination 
of this instrument. Thus 27 of the 148 mean scores displayed (18%) are scored over 4.8, 96 (65%) over 4.5, 
and all but 9 over 4.0 (94%).
2. It can be seen that Statements 24 and 27, and to a lesser degree statement 28 account for the large 
disparity on the mean score for 'Physical activity' between the patients and the nurse groups.
3. Statement 2 is ranked lowest by all the nurse groups, and its mean scores, particularly by CCU and 
ward nurses are especially low, compared with the remainder of their scores. This statement in particular 
accounts for the lowest ranked position of the Anatomy and Physiology category in the nurse groups. But 
all the nurse groups rank statements 7 and 28 fairly high.
4. By a visual scan of all the subject groups it can be seen from this Figure that the CCU nurse scores, of 
all the nurse groups, are closest to the patient statement mean scores.
Age and Physical activity
Although the number of patients in each age group was small, it is clear that age is associated with 
responses to those statements on which the difference between patients and nurses is especially large. This 
is evident from Table 5 below, where mean responses by age range are shown for three statements, all of 
which are in the Physical activity category. The Table shows that the importance attached to these 
statements decreases with increasing age of the patients.







































Table 5: Age of patient and response score
Changes in patient scores
Of the 27 patients, 18 were re-administered the questionnaire on self-completion basis at home following 
discharge. The distribution of score changes between the two administrations is symmetrical, the reductions 
in scores at the second administration (negative signs) are balanced by increases of equivalent magnitude 












































Table 6: Distribution of patient score changes
The score changes were tested formally with a one-way ANOVA, with score differences being the test 
variable and categories and statements in turn forming the test factors.
There is a statistically significant difference among the categories in the mean score change (P=0.006), and 
Post hoc tests reveal the changes to be statistically significant in two categories, namely Psychological 
factors; mean increase of 0.35, (P=0.006), and Medication information, mean decrease of 0.28, (P=0.013). 
There is no statistically significant difference among the individual statements (P=0.186), but on post hoc 
tests two statements showed statistically significant changes. These are No 13 (Rules on medication), 
(mean decrease of 0.59, P=0.02), and No 33 (when most likely to suffer chest pain), (mean increase of 0.47, 
P=0.027). These results however are indicative only in view of the non-significant global test, and the large 
number of post hoc comparisons.
Although there is a balance in mean score reductions and increases in absolute magnitudes, this is not so in 
relative score changes (in percentage terms), the distribution of which is shown in Table 7.
The Table shows that in percent terms the changes between the first and second administration are 
generally upward, i.e. towards greater importance. Thus of questions scored 3 (middle of the range), 86% 
increased the score, of questions scored 2, 75% increased, as against 10.6% of those scored 4 which 
decreased, and of those scored 1, 26% increased. 24% by at least 2 score levels, while conversely 35% of 
those scored 5 decreased, of those 11% by more than 2 score levels.































































































Table 7: Relative score changes
This occurs because the decreases were mainly from scores of 5 that were by far the most numerous.
The agreement beyond chance between the initial and final scores was also tested by the kappa measure of 
agreement, and this was 0.227 (poor to fair agreement) indicating considerable amount of change, and 
because of the large number of cases (639) this statistic was statistically significant (P<0.001).
2.15 Discussion and Conclusion
The instrument used in this study (CPLNI) has been used to collect data in several studies (Gerard and 
Peterson, 1984, Karlik and Yarcheski, 1987, Wingate, 1990, Chan, 1990, Ashton, 1997, Turton, 1998, 
Hughes, 2000). The categories were also regarded as important by respondents in these studies, with 
corresponding overall mean results of greater than 2.5 in all cases. Researchers appeared to be consistently 
optimistic that this finding supported the teaching of these items to patients and believed this finding to be a 
positive indication that these areas of information are useful to patients. One writer, however, (Hughes, 
2000) noted that a ceiling effect occurred within the data, and attributed this to the stem of each question 'I 
need to know..'. However, from this study, it appears that this ceiling effect reflects a more fundamental 
problem within the questionnaire. The scale provided for the responses needs to be shorter and/or worded 
differently to provide a more even score distribution. The scale does not appear to be sensitive enough to 
pick up differences in responses to items, for example many of the nurses indicated a response of 'very 
important'. This response could be further subdivided to ascertain levels of importance. The differences 
between responses to items in all the studies were marginal, however, the researchers relying upon ranking 
items to give greater impact to the findings. Although a useful tool, the ranking of items from these studies 
creates a false impression that some items were of lesser importance, when in fact all items were important, 
with little overall differences in mean scores. One example is the area of risk factors which was ranked as 
being of number one importance to patients in many studies (Gerard and Peterson, 1984, Karlik and 
Yarcheski, 1987, Wingate, 1990, Chan, 1990, Turton, 1998) whereas information about diet was ranked 
consistently lower (4-8), however the mean score for the latter was 4 and above indicating that it was 
viewed as important or very important by these patients.
The differences among the distributions of the 3 nurse groups in this study were found borderline 
significant (Chi sq. test, P=0.033) and it's mainly accounted for by the CCU nurses scoring a lower rate of 
VI responses than the other two nurse groups. This finding differs from previous studies that compared the 
responses between groups of nurses (Gerard and Peterson, 1984, Karlik and Yarcheski, 1987). Gerard and 
Peterson (1984) found significant differences between CCU and ward nurses' perception of the importance 
of anatomy and physiology as a learning item, and attributed this to a possible lack of knowledge on the 
part of the ward nurses. The general similarity among responses between the nurse groups is reassuring,
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particularly since this is the first time that the views of those working in cardiac rehabilitation have been 
expressed.
The distribution of the patients' responses in this study differs significantly from those of the nurse groups 
although it's most congruent with that of the CCU nurses. This difference is accounted for by mainly 3 
statements, all in the 'Physical activity' category, namely statements 24 (when to resume driving), 27 
(when to resume sexual activity), and 28 (when to resume work). Item 27, when to resume sexual activity, 
has received much attention in previous studies as it appears that nurses consistently perceive this area to be 
a high priority whereas patients place low priority on this topic. This area has been traditionally included in 
teaching for patients post myocardial infarction due to the physical restrictions that are placed on patients in 
the recovery period and the perceived need for patient information. It is likely however, as pointed out by 
many researchers, that in the early recovery period information that is pertinent to survival is of greater 
importance to patients. Turton (1998) suggested that information related to sexual activity should be given 
a low priority in teaching, unless considered important by the patient or spouse. Clearly this finding 
supports the need for individualised approaches to patient teaching rather than a routine one. It is also 
possible that patients are unaware of the importance of restriction of physical activity in the immediate 
recovery period, and these results could indicate the need for more information in this area. Within the 
patients group the score of 'Physical activity' is significantly smaller than that of any other category, but 
this is not the case within any of the nurse groups. Turton (1998) also found significant differences between 
nurse and patient scores on the item physical activity. Again this finding could imply that patients are 
unaware of the importance of receiving information about physical recuperation post MI.
All the previous studies that compared nurse and patient views found that nurses regarded drug 
information/ medications as a higher priority than patients (Gerard and Peterson, 1984, Karlik and 
Yarcheski, 1987, Turton, 1998), however this study does not support these findings which may reflect the 
increasing awareness and interest of the general public in their medical treatment. Karlik and Yarcheski 
(1987) noted that when items were placed in rank order, medications emerged as item number one for both 
CCU and nurse educators, whereas patients placed a lower priority on this item. Both Gerard and Peterson 
(1984) and Karlik and Yarcheski (1987) reported that CCU nurses rated the category of medications 
statistically significantly higher than the patients did. Turton (1998) found that drug information was one of 
only two areas where patients and nurse responses were significantly different. This apparent preference for 
technical aspects of care/information led to the assumption that CCU nurses were more technically focused 
than their colleagues, but this does not emerge strongly in the present study. However, there is a somewhat 
lower overall score of the CCU nurses compared with the other two nurse groups due to their lower scores 
in categories 2 and 3 (Psychological and Lifestyle factors) which could reflect these nurses' continued 
concern with technical as opposed to psychosocial aspects of care. Another factor that may influence CCU 
nurses to place less importance on these areas is that they are continuously involved in the acute phase of 
recovery for these patients, and although they may have perceived these areas to be important, they are not 
necessarily of high priority teaching in the early stages of patient recovery. Exploration of nurse and 
patients information needs in order of priority in future studies may increase our knowledge of the 
differences that exist between patient and nurses and within nurse groups. Hitherto, in all published studies 
that used the CPLNI, prioritising of needs was performed based on the scoring of items rather than an 
actual priority reported by the respondents. This created a false impression regarding the magnitude of 
importance of items, as almost all items were rated highly by respondents.
There is agreement in this study between the patients and all nurses combined in ranking category 7 
(Symptom management) first, and ranking highly (at rank 2 or 3) the categories 4 and 3 (Medication 
information and Lifestyle factors). This concurs with Turton's (1998) findings that symptom management 
and lifestyle factors were the two most important categories of information for both the patient/partner and 
nurse groups. However, of the studies that compared responses (Gerard and Peterson, 1984, Karlik and 
Yarcheski, 1987, Turton, 1998), only this study and Turton (1998) found such congruities between nurse 
and patient responses, when rank order was considered.
All previous studies (Moynihan, 1984, Gerard and Peterson, 1984, Karlik and Yarcheski, 1987, Wingate, 
1990, Chan, 1990, Ashton, 1997, Turton, 1998, Hughes, 2000) reported that when patient responses were 
placed in rank order, risk factors (renamed lifestyle factors in Turton, 1998) emerged as number one. It is
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interesting to note that the term risk factor was replaced by lifestyle factor in the instrument following a 
pilot study by Turton (1998). This researcher noted with surprise that spouses/partners and patients had 
experienced difficulty with interpreting this term that is widely used in medical circles. Although patients 
appeared to place a high priority on this area it is possible that they interpreted the term risk factor to mean 
factors that would directly prevent another event occurring as opposed to factors that exist within 
individuals that place that person at an increased risk of developing heart disease. The patient's 
interpretation of risk factor may be more closely aligned to the category symptom management, which was 
also added by Turton (1998). This category refers to control and treatment of ongoing symptoms or those 
which may indicate worsening or recurrence of the condition. The patient cohort ranked this category first 
in this study. Its overall mean score also significantly exceeds the mean scores of all the other categories. In 
all other studies risk factors emerged as number one priority to patients. This area was unexplored prior to 
Turton's (1998) study and may require further investigation in this population. Its emergence within this 
field may also reflect a changing emphasis towards self-care within patient groups.
This study supports previous findings that patient information needs change over time (Gerard and 
Peterson, 1984, Karlik and Yarcheski, 1987, Wingate, 1990, Chan, 1990). Patients appeared to develop an 
increased interest in psychological information needs in the early period of recovery. This increased need 
for information in this area may reflect the change in support structures for the patient who has been 
discharged into the community. In Ireland, support for cardiac patients during this time varies, and as many 
rehabilitation programmes begin after 6 weeks, there is often little psychological support during this time. 
Studies indicate that patients experience significant emotional adjustment during the recovery period 
following acute cardiac events.
When mean scores were considered, statement 30 (What to do if I get chest pain?) was scored very highly 
by both patient and nurse groups. Statements 12 (What can I do to reduce the chances of my having another 
heart attack?), 31 (what the signs and symptoms of a heart attack are), and 32 (when to call a GP or 
ambulance) were also scored highest or nearly so by both groups. These items were also rated highly in 
previous studies (Gerard and Peterson, 1984, Karlik and Yarcheski, 1987, Turton, 1998). From these 
consistent findings it is evident that patient information needs to be provided on areas that are vital to 
patient survival and ongoing control of symptoms. This supports Chan's (1990:1144) view regarding in- 
hospital education that.."it would be wise to concentrate energy on content central to survival ..." . 
However, patient education in cardiac care should represent negotiation between the needs of both the 
nurse and the patient and finding some common ground through mutual understanding. There may be areas 
of information, such as physical activity, that patients consistently place a low priority upon, yet in reality 
physical activity may be crucial to their overall well-being and survival. It is possible therefore that patients 
need to be educated about the importance of information received to enable them to focus on recovery and 
prevention of future events, which appears to be the core of education for both patient and nurse. 
The findings support the hypotheses that information that patients regard as priority learning is different in 
patients 3 days following a myocardial infarction than those 6 weeks after the event. The findings also 
supports the hypothesis that the perception of what constitutes priority learning for patients immediately 
following myocardial infarction differs between patients and nurses. However, when rank order is 
considered both patient and nurse views are similar.
2,16 Recommendations for Practice
1. Cardiac education programmes should contain information on the key learning areas of 
anatomy and physiology, risk factors, diet, medications, psychological factors, physical activity.
2. Symptom management should be incorporated into cardiac education programmes.
3. Cardiac education programmes should be standardised and consistent, but also flexible enough 
to adapt to individual or local needs.
4. Stage of recovery is an important factor that must be considered when planning cardiac 
education programmes.
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5. Patients consistently view physical activity as a low priority for learning. Teaching in this area 
requires reinforcement to enable patients to understand the benefits and purposes of activity 
guidelines.
6. Resuming sexual activity should receive low priority in teaching programs unless it is an 
individual patient need.
7. Cardiac education programmes should be concerned with providing practical information to 
patients that they perceive, or may be taught to perceive, as crucial to survival and well being.
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Abstract
The main objectives of this study were to assess the perceptions of patients immediately after their first myocardial infarction 
of their needs in a cardiac education programme and to compare these with their perceptions 6 weeks after the event and also 
with their nurse educators. The data were collected by a questionnaire, the cardiac patients' learning needs inventory which was 
administered to both patients and nurses. It comprised 37 'needs' items grouped into seven categories, each item to be scored 
into one of five levels of importance. There were 27 patients interviewed on the first occasion, of whom 18 responded to a postal 
questionnaire on the second occasion. A census of three groups of nurses was taken in the study, namely all nurses employed in 
one coronary care unit and in a cardiac ward at a large Dublin Hospital an'd all nurses employed as cardiac rehabilitation nurses/ 
officers in Ireland at the time of commencement of the study. Sixty-eight nurses responded, a response rate of 80%. A key finding 
was that the responses, were highly skewed, with two-thirds in the top grade ('very important') and less than 1% in the two 
lowest grades ('not important' and 'somewhat important'). The overall response score distribution of the patients differed 
somewhat from that of the nurses, but this difference was accounted for by mainly three items, all in the 'physical activity' 
category, namely 'when to resume driving', 'when to resume sexual activity', and 'when to resume work', which the nurses 
scored high and the patients low. Both patients and nurses gave the highest mean scores to four items, namely 'what to do when 
in chest pain', 'what are the symptoms of a heart attack', 'when to call a doctor', and 'what to do to reduce the chance of another 
heart attack'. The first three of these are in the 'symptom management' category. These findings support previous studies on the 
topic. The findings also support the need for individualised nurse/patient negotiated cardiac teaching programmes that can be 
tailored to suit each patient's needs. 
© 2002 European Society of Cardiology. Published by Elsevier Science B.V. All rights reserved.
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1. Introduction
Cardiac education and cardiac rehabilitation aim to 
improve patients' long-term survival and recovery, post 
myocardial infarction (MI), through education on risk 
factor management. Risk factors are those, which when 
present in an individual, place him at a higher risk of 
developing ischaemic heart disease. These include smok­ 
ing, hypertension, elevated serum cholesterol, obesity, 
diabetes and lack of exercise. Patients are commonly 
taught about management of these areas through written 
and verbal information regarding anatomy and physiol­ 
ogy, lifestyle, medications,, exercise, and diet advice.
*Corresponding author. Tel.: +353-1-6083699. 
E-mail address: nmminsf@tcd.ie (E Timmins).
The 'needs-based' approach has been advocated as a 
means of educating cardiac patients [1]. Rather than 
imparting information based in the preferences of admin­ 
istration, or implementing mass programmes designed 
for general use with little regard of individual require­ 
ments, this approach attempts to identify and meet the 
needs of the individual. Knowles [2] defined a learning 
need as the gap between competencies specified and the 
present level of development by the learner [2]. The 
crucial element in the assessment of the 'gap' is the 
learners' own perception of the discrepancy between 
where they are now and where they want to be.
Studies in the US and Europe that address the learning 
needs of cardiac patients, suggest that after a cardiac 
event patients view anatomy and physiology, lifestyle, 
medications, exercise, psychological effects and diet as
1474-5151/03/$30.00 © 2002 European Society of Cardiology. Published by Elsevier Science B.V. All rights reserved. 
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areas where learning needs exist [3,12]. Moynihan [3], 
however, highlights the fact that patients' needs may 
vary, depending on stage of recovery and Casey et al. 
[5] suggest that patients who are suffering the event for 
the first time may have specific needs. In addition, nurse 
and patient perceptions of what constitutes priority 
learning differs. Nurses consistently attribute greater 
importance to the areas of medications, anatomy and 
physiology and resuming sexual activity than patients 
do. This finding also indicates that patients appear to 
favour practical information about their condition, its 
cause and prevention, whereas nurses are more focused 
on medical aspects of care such as medications and 
anatomy and physiology [11]. A suggested reason for 
this was that during illness patients might view infor­ 
mation central to their survival as being of most impor­ 
tance [11].
These incongruities have implications for health care 
delivery. Cardiac education programmes that are based 
on healthcare workers' perceptions of what patients need 
to know about their health are unlikely to be as effective 
as those where the patients' perceived needs are 
considered.
This study explores the information needs of 27 
patients who had recently suffered an MI in Ireland and 
compares their views to those of registered nurses. As 
there is a dearth of Irish research on the topic, the 
results of this study should inform patient education and 
rehabilitation in Ireland in a meaningful way that will 
contribute to improving the overall quality of care given 
in this area.
2. Methods
The research instrument employed to collect data in 
this study was a questionnaire, the cardiac patients 
learning needs inventory (CPLNI) which was adminis­ 
tered to patients following an MI on two separate 
occasions, and to three groups of nurses. The CPLNI 
was devised by Gerard and Peterson [4] and adapted 
for use in the UK by Turton [11]. It was used to collect 
data in several UK and US studies over the past 20 
years [4,8,10,12]. The original questionnaire contained 
43 individual items grouped by subject matter into eight 
categories ('introduction to the CCU', 'anatomy and 
physiology', 'psychological factors', 'risk factors', 
'medication information', 'diet information', 'physical 
activity' and 'other pertinent information')- 'Introduction 
to the CCU' was not used by either Chan [8] or Turton 
[11]. The questionnaire used in this study was Turton's 
[11] version and it contained 37 items grouped into 
seven sections ('anatomy and physiology', 'psycholog­ 
ical factors', 'risk factors', 'medication information', 
'diet information', 'physical activity' and 'other perti­ 
nent information') (Appendix A). Each item begins 
with the stem 'I need to know' (in the nurses' version
'the patient needs to know'). The respondents were 
asked to grade the items into one of five importance 
levels, from 'not important' (NI), to 'very important' 
(VI). In the analysis, these levels were scored from 1 
to 5. Following Turton a 'not applicable' section was 
also included. Turton also renamed the category term 
risk factor, lifestyle factor, as patients appeared to 
misinterpret the former.
Only patients with a first, uncomplicated, MI were 
included in the study. In addition, they had to be free 
of serious co-morbidity, psychiatric illness, and narcotic 
analgesia, and had to be fluent in English. All partici­ 
pating patients signed a consent form, and were deemed 
suitable for participation by their consultant.
The patient sample comprised 27 consecutive and 
eligible patients at one hospital site, all of whom were 
administered the CPLNI on day 3 following their MI 
during their stay in the coronary care unit (CCU) by 
means of a 10 min structured interview (all 27 patients 
cooperated). At 6 weeks post MI, they were all sent the 
CPLNI to their home, for self-completion. The response 
rate to this postal questionnaire was 66% (rc=18).
All the nurses employed in one CCU, and in a cardiac 
ward at a large Dublin hospital, and all the nurses 
employed as cardiac rehabilitation nurses/officers in 
Ireland at the start of the study were selected for 
participation. The nurse questionnaire was self-complet­ 
ed. The CCU and ward nurses collected and returned it 
to a box at the nurse's station, whereas the cardiac 
rehabilitation nurses were provided with self-addressed 
envelopes. The nurse respondents comprised 68 nurses 
from the three areas. The response rates were, wards: 
80% (17/27), CCU: 92% (25/27), rehabilitation: 74% 
(26/35). The overall rate of valid nurse responses was 
99.6% (2505/2516).
The CPLNI had previously undergone both reliability 
and validity testing [4,11] and was piloted by Turton 
[11]. Face and content validity in the Irish setting was 
established in this study by presenting the tool to a 
panel of six experts in the field of coronary care nursing 
and changes were made in accordance with the results. 
Permission to conduct the study was obtained from 
the Director of Nursing in the hospital concerned. 
Permission was also obtained from the Consultant Car- 
diologist. Ethical approval was obtained from the hos­ 
pital ethics committee. All patients consented to partake 
in the study. The investigation conforms to the principles 
outlined in the Declaration of Helsinki (Br Med J, 
1964;177). 
The main objectives of the study were to
1. Evaluate the patients' perceptions of the importance 
to them of the items on the CPLNI
2. Compare their perceptions with those of the nurses
3. Compare the perceptions of three nurse groups among 
themselves
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4. Compare the change in the patients' perceptions 
between the CCU and home.
3. Statistical methods
Chi-square tests were used to compare distributions 
of responses between patients and nurses and among 
nurse groups. A two way analysis of variance (ANOVA) 
and independent f-tests were used to compare mean 
responses among the subjects groups cross classified by 
information categories and a one way ANOVA, paired 
Mests and kappa measure of agreement were used to 
test within patient score changes by information items 
and categories, and a graphical method was used to 
express agreement on scoring individual items between 
patients and nurses. The dependence of the response on 
age was tested by linear regression.
4. Results
The age/sex structure of the 27 patient respondents 
is shown in Table 1. The sex breakdown was approxi­ 
mately 50% males, the median age range was 50—69, 
and the females were somewhat older than males. The 
sex of one person of 60—69 was unknown.
The measurement scales of the CPLNI were found to 
be extremely non-discriminating and highly skewed
Table 2
Distribution of responses among the four subject subgroups
towards 'VI', hence providing a limited amount of 
information for analysis and constraining it to be largely 
descriptive. The distributions of the responses are shown 
in Table 2. The counts in the table are responses, of 
which there are 37 per subject, for example for the ward 
nurses the total number of responses is 17X37 = 629 
(less 2 missing values).
Table 2 shows there is only a handful of NI responses 
in all the nurse groups, which, together with the 'some­ 
what important' (SI) responses, account for 2% or less 
of all the responses in all the nurse groups. At the other 
extreme, approximately 70% of the responses were 
denoted by the nurses as VI. Hence, these scales 
comprise effectively two, or, at most, three response 
categories.
The patients' response distribution differed somewhat 
from that of the nurses, but this difference was accounted 
for by mainly three items, all in the 'physical activity' 
category, namely items 24 ('when to resume driving'), 
27 ('when to resume sexual activity'), and 28 ('when 
to resume work'). The last two rows in Table 2 describe 
the distribution of the patient responses excluding those 
three items, and show greater similarity with the nurse 
groups' distributions.
The divergence of the distributions of the three nurse 
groups is borderline significant (x2 test, P = 0.033), 
mainly accounted for by the CCU nurses scoring a lower 
rate of 'VI' responses than the other two nurse groups. 
However, the distribution of the patients' responses is 
significantly different from those of the nurse groups, 
even after excluding the three items above (x2 test, P < 
0.001). As Table 2 shows, the distribution of the patient 
responses is more similar to that of the CCU nurses 
than to the other two nurse groups.
A two-way ANOVA was carried out on the numeric 
scores with the eight information categories cross-clas­ 
sified with the four groups of subjects. Both these main 
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significant (P<0.001). Hence, it can be assumed that 
overall there is systematic variation in mean scores of 
the eight information categories, and in the four groups 
of subjects, and also that the differences among the 
subject groups depend on the categories, even after 
allowing for the skewness in the data, which can 
seriously distort the F statistics.
The mean scores of the eight categories in the patients 
and the three nurse groups as well as all nurses and all 
subjects combined are shown in Table 3. They are laid 
out in rank order of the patients. Post hoc independent 
Wests between pairs of subject groups show that the 
patients' overall mean score is significantly smaller than 
that of any of the three nurse groups, which do not 
differ among themselves (bottom row of the table). The 
tests also show that in the comparison of the information 
categories over all the subjects (last column), the mean 
score of 'symptom management' significantly exceeds 
the mean scores of all the other categories, and that the 
three highest mean scores (categories 3, 4 and 7) are 
each significantly larger than any of the three lowest 
mean scores (categories 1, 2 and 6). Within the patients' 
group the mean score of 'physical activity' is signifi­ 
cantly smaller than that of any other category, but this 
is not the case within any of the nurse groups.
Of the 32 mean scores in the first four columns of 
the table, 24 are over 4.5, (that is closer to 'VI' on 
average than 'important'), and all scores except one are 
over 4, that is at least 'important' on average. With such 
a clustering close to the maximum of 5, the differences 
in the mean scores are very small, and are unlikely to 
have any clinical significance.
A comparison of the rank order was used to infor­ 
mally express the extent of agreement among the sub­ 
jects' groups in prioritising the categories in terms of 
importance. The table shows that the patients and all 
the nurses combined agree in ranking category 7 ('symp­ 
tom management') first, and ranking highly (at rank 2 
or 3) in the categories 4 and 3 ('medication information' 
and 'lifestyle factors'), but disagree substantially on 
category 6, ('physical activity') in which the patients
placed last and the nurses second, and possibly also on 
category 1 ('anatomy and physiology'), in which the 
patients placed fourth and the nurses last.
The somewhat lower overall score of the CCU nurses 
compared with the other two nurse groups is mostly due 
to their lower scores in categories 2 and 3 ('psycholog­ 
ical factors' and 'lifestyle factors'), though this differ­ 
ence is not very clearly reflected hi the rank order.
The mean scores of the individual items and their 
associated ranks are shown for the four groups of 
subjects in Table 4. The items are ranked in the order 
of the patient mean scores.
The mean scores of the patients and all nurses 
combined (data from the first and last columns of the 
table) are also compared visually in Fig. 1 where the 
mean patient scores of the items are plotted against the 
corresponding mean scores of all nurses combined. The 
closer an item number is to the diagonal line of agree­ 
ment, the better is the agreement between the patients 
and nurses for that item. If the two mean scores are 
identical, the item number will lie on the line. When 
the nurses' mean score for an item exceeds that of the 
patients', the item number appears above the line and 
vice versa, and the greater the vertical distance from the 
line the bigger the score difference. The rank order of 
the nurse scores is in the vertical direction, and the 
patient scores in the horizontal direction. (The full 
details are contained in Table 3.) Items 24 and 27 are 
excluded from the figure for clarity, since their inclusion 
would compress the other points and hence reduce the 
resolution, however, if included, they would lie between 
2.2 and 2.4 on the horizontal axis and between 4.5 and 
4.6 on the vertical axis. They would thus lie far above 
the line of agreement.
Apart from some notable exceptions the points cluster 
about the line of agreement, indicating that on the whole 
the patients and nurses prioritise the items in the same 
way, however, the patient mean scores are generally 
lower, even when ranked similarly (most points lie
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above the line). The four items, 12, 30, 31 and 32, but 
especially 30, are scored highest or nearly so by both 
groups and items 12 and 34 are scored 'VI' by nearly 
all the nurses. The biggest disagreement is on items 24 
and 27, (both in the 'physical activity' category) which 
the patients scored appreciably lower than any other 
item, but the nurses did not.
Other items prioritised and scored higher by the nurses 
than the patients, are 7, 28, 18 and possibly also 9. 
Items 7 and 9 are in the 'psychological factors' category, 
18 is in 'medication information', and 28 is in 'physical 
activity'.
Only a handful of item numbers appear below the 
line, notably 2, 16 and 29. Item 2 was rated lowest by 
the nurses and nearly so by the patients. It was the only 
one scored less than 4 by the nurses. Item 16, which 
the patients ranked 5th but the nurses 32nd was ranked
highest by the patients relative to the nurses. Item 29 
was ranked 9th by the patients but 35th by the nurses. 
The patients scored both items somewhat lower than the 
nurses.
Although the number of patients in each age group 
was small, age may be associated with responses to 
those items on which the difference between patients 
and nurses was especially large. This is evident from 
Table 5 below, where mean responses by age range are 
shown for three items, all of which are in the 'physical 
activity' category. The table shows that the importance 
attached to these items decreases v/ith increasing age of 
the patients. The linear regression of the score on age 
group was highly statistically significant in each case 
(see table). However, the numbers were too small to 
examine the confounding of age with sex (Table 1).
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Patient mean scores
Fig. 1. Agreement between patient and nurse mean statement scores.
Of the 27 patients, 18 completed the postal question­ 
naires at home following discharge. The mean change 
in the score (based on all 37 items and 18 patients) was 
negligible (a reduction of 0.026, P = 0.48, paired /-test, 
617 d.f.) and the distribution of the changes was 
perfectly symmetrical (in 55% of the responses changes 
were 0). Although no overall change in score was 
detected, there may have been changes within individual 
categories or items and this was tested in turn by a one 
way ANOVA.
There was a statistically significant divergence among 
the categories in the mean score change (P = 0.006), 
and post hoc paired Mests revealed the changes to be 
statistically significant in two categories, namely 'psy­ 
chological factors'; mean increase of 0.35, (P = 0.006), 
and 'medication information', mean decrease of 0.28, 
(P = 0.013). There was no statistically significant diver­ 
gence among the individual items (f = 0.186), but on 
post hoc paired f-tests two items showed statistically 
significant changes. These were No. 13 ('rules on 
medication'), mean decrease of 0.59, P = 0.02, and No. 
33 ('when most likely to suffer chest pain'), mean 
increase of 0.47, P = 0.027. These results, however, are 
indicative only in view of the non-significant global test 
and the large number of post hoc comparisons.
The agreement beyond chance between the initial and 
final scores was also tested by the kappa measure of 
agreement, and this was 0.227 (poor-to-fair agreement) 
indicating considerable amount of change on individual
scores, and because of the large number of cases (639) 
this statistic was highly significant (P< 0.001).
5. Discussion
The instrument used in this study (CPLNI) had been 
used to collect data in several studies [4,7,8,10-12]. All 
information categories were regarded as important by 
respondents in those studies, with corresponding overall 
mean results greater than 2.5 in all cases. Researchers 
appeared to be consistently optimistic that these findings 
supported the teaching of the listed items to patients 
and believed it to be a positive indication of their value 
to patients. Hughes [12], noted that a ceiling effect 
occurred within the data, and attributed it to the stem 
of each question 'I need to know...'. From this study it 
appears, however, that this ceiling effect reflects a more 
fundamental problem within the questionnaire. The scale 
provided for the responses needs to be shorter and/or 
worded differently to provide a more even score distri­ 
bution. The scale does not appear to be sensitive enough 
to pick up differences in responses to items since, for 
example, two-thirds of the responses were scored 'VI'. 
This response level could be further extended, for 
example, the level 'essential' might be added. The 
differences between responses to items in all the studies 
were marginal, but the researchers relied on ranking 
items to give greater apparent impact to the findings. 
Although a useful tool, the ranking of items in these
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studies creates a false impression that some items were 
of lesser importance, when in fact all items were judged 
important, with little overall differences in mean scores. 
One example is the area of 'risk factors' which was 
ranked as being of number one importance to patients 
in many studies [4-8,11] whereas information about 
diet was ranked consistently lower (4—8), however, the 
mean score for the latter was 4 and above, indicating 
that it was viewed as important or VI by those patients. 
The divergence among the score distributions of the 
three nurse groups was borderline significant in the 
study and was mainly accounted for by the CCU nurses 
scoring a lower proportion of 'VI' responses than the 
other two nurse groups. .This finding differs from pre­ 
vious studies that compared the responses between 
groups of nurses [4,6]. Gerard and Peterson [4] found 
significant differences between CCU and ward nurses' 
perception of the importance of anatomy and physiology 
as a learning item, and attributed this to a possible lack 
of knowledge on the part of the ward nurses. The 
general 'similarity among responses between the nurse 
groups is reassuring, particularly since this is the first 
time that the views of those working in cardiac rehabil­ 
itation have been expressed.
The distribution of the patients' responses differed 
significantly from those of the nurse groups although it 
was more similar to that of the CCU nurses than the 
other two.nurse groups. This difference was accounted 
for by mainly three items, all in the 'physical activity' 
category, namely items 24 ('when to resume driving'), 
27 ('when to resume sexual activity'), and 28 ('when 
to resume work'). Item 27 has received much attention 
in previous studies, as it appears that nurses consistently 
perceive "this area to be of high priority, in contrast to 
the patients. It has been traditionally included in teaching 
for patients, post MI due to the physical restrictions that 
are placed on patients in the recovery period and the 
perceived need for patient information. It is likely 
however, as pointed out by many researchers, that in 
the early recovery period information that is pertinent 
to survival is of greater importance to patients. Turton 
[11] suggested that information related to sexual activity
should be given a low priority in teaching, unless 
considered important by the patient or spouse. Clearly, 
this finding supports the need for individualised 
approaches to patient teaching rather than a routine one. 
It is also possible that patients are unaware of the 
importance of restriction of physical activity in the 
immediate recovery period, and these results could 
indicate the need for more information in this area. 
Within die patients' group the score of 'physical activity' 
was significantly lower than that of any other category, 
but this is not the case within any of the nurse groups. 
Turton [11] also found significant differences between 
nurse and patient scores on 'physical activity'. Again, 
this finding could imply that patients are unaware of the 
importance of receiving information about physical recu­ 
peration post MI.
All the previous studies that compared nurse and 
patient views found that nurses regarded drag informa­ 
tion/medications as a higher priority than patients 
[4,6,11], however, this study does not support these 
findings which may reflect the increasing awareness and 
interest of the general public in their medical treatment. 
Karlik and Yarcheski [6] found that both CCU nurses 
and nurse educators ranked medications first whereas 
patients placed a lower priority on this item. Both Gerard 
and Peterson [4] and Karlik and Yarcheski [6] reported 
that CCU nurses scored the category of medications 
statistically significantly higher than patients. Turton 
[11] found that drug information was one of only two 
areas where patient and nurse responses were signifi­ 
cantly different. This apparent preference for technical 
aspects of care/information led to the assumption that 
CCU nurses were more technically focused than dieir 
colleagues, though this does not emerge strongly in the 
present study. However, there is a somewhat lower 
overall score of the CCU nurses compared with the 
other two nurse groups due to their lower scores in 
categories 2 and 3 ('psychological factors' and 'lifestyle 
factors') which could reflect these nurses' continued 
concern with technical as opposed to psychosocial 
aspects of care. Another factor that may influence CCU 
nurses to place less importance on these areas is that
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they are continuously involved in the acute phase of 
recovery for these patients, and although they may have 
perceived these areas to be important, they are not 
necessarily of high priority teaching in the early stages 
of patient recovery. Exploration of nurse and patient 
information needs in order of priority in future studies 
may increase our knowledge of the differences that exist 
between patients and nurses and among nurse groups. 
Hitherto, in all published studies that used the CPLNI, 
prioritising of needs was performed based on the scoring 
of items rather than an actual priority reported by the 
respondents. This created a potentially false impression 
regarding the magnitude of importance of items, as 
almost items were rated highly by respondents.
There is agreement between the patients and nurses 
in ranking category 7 ('symptom management') first, 
and ranking highly (at rank 2 or 3)' the categories 4 and 
3 ('medication information' and 'lifestyle factors'). This 
concurs with Turton's [11] findings that 'symptom 
management' and 'lifestyle factors' were the two most 
important categories of information for both the patient/ 
partner and nurse groups. However, of the studies which 
compared responses between patients and nurses 
[4,6,11], only this present study and Turton [11] found 
such congruency of rank order. All previous studies 
[4,8,10,12] reported that when patient responses were 
placed in rank order, 'risk factors' (renamed 'lifestyle 
factors' in Turton [11]) emerged as number one. In 
Gerard and Peterson's [4] and Karlik and Yarcheski's 
[6] studies, nurses placed overall priority on medica­ 
tions. It is interesting to note that the term 'risk factor' 
was replaced by 'lifestyle factor' in the instrument 
following a pilot study by Turton [11] who noted with 
surprise that spouses/partners and patients had trouble 
with interpreting this term that is widely used in medical 
circles. Although patients appeared to place a high 
priority on this area it is possible that they interpreted 
the term 'risk factor' to mean factors that would directly 
prevent another event occurring as opposed to factors 
that exist within individuals that place that person at an 
increased risk of developing heart disease. The patient's 
interpretation of 'risk factor' may be more closely 
aligned to the category 'symptom management', which 
was also added by Turton [11]. This category refers to 
control and treatment of ongoing symptoms or those 
which may indicate worsening or reoccurrence of the 
condition. This category was ranked first by the patients. 
Its overall mean score also significantly exceeded the 
mean scores of all the other categories. In all other 
studies, 'risk factors' was ranked first by patients. This 
area, which was unexplored prior to Turton's [11] study, 
may be a topic that requires further investigation in this 
population. Its emergence may also reflect a changing 
emphasis towards self-care within patient groups.
This study supports previous findings that patient 
information needs changed over time [4,8]. Patients
appeared to have an increased interest in psychological 
information needs in the early post-discharge period of 
recovery. This increased need for information in this 
area may reflect the change in support structures for the 
patient who has been discharged into the community. In 
Ireland, support for cardiac patients during this time 
varies, and as many rehabilitation programmes begin 
after 6 weeks, there is often little psychological support 
during this time. Studies indicate that patients experience 
significant emotional adjustment during the recovery 
period following acute cardiac events; feelings of loss 
of control for the patient may result in anxiety and 
depression. Jaarsma et al. [9] outlined the problems 
experienced by cardiac patients (n = 82) 6 months after 
acute events. The findings revealed that 59% of patients 
experienced emotional reactions. However, patients' 
learning needs in this area have not been clearly iden­ 
tified [3,9]. Studies that examined cardiac patients' 
learning needs found that most patients perceived 'psy­ 
chological factors' or 'emotional response' to be of 
importance to learn, particularly in the early stages of 
recovery [3,4,7,8,11]. Interestingly, when placed in rank 
order with other learning needs, patients rated the areas 
of 'risk factors', 'medication', 'physical activity' and 
'anatomy and physiology' to be of greater importance 
to learn. The only exception to these findings was Karlik 
and Yarcheski [6] who found that patients considered 
this area to be of low importance both in hospital and 
while at home, and they rated it last compared with 
other learning needs.
When mean scores were considered, item 30 ('what 
to do if I get chest pain?') was scored very highly by 
both patient and nurse groups. Items 12 ('what can I do 
to reduce the chances of my having another heart 
attack?'), 31 ('what the signs and symptoms of a heart 
attack are'), and 32 ('when to call a GP or ambulance') 
were also scored highest or nearly so by both groups. 
These items were also rated highly in previous studies 
[4,6,11]. From these consistent findings, it is evident 
that patient information is required in areas that are vital 
to patient survival and ongoing control of symptoms. 
This supports Chan's [8] view regarding in-hospital 
education that... 'it would be wise to concentrate energy 
on content central to survival...'. However, patient 
education in cardiac care should represent negotiation 
between the needs of both the nurse and the patient and 
finding some common ground through mutual under­ 
standing. There may be areas of information, such as 
physical activity, on which patients consistently place a 
low priority, yet in reality physical activity may be 
crucial to their overall well being and survival. It is 
possible therefore, that patients need to be educated 
about the importance of information received to enable 
them to focus on recovery and prevention of future 
events which appears to be the core of education for 
both patient and nurse.
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Appendix A: Cardiac patients' learning needs inven­ 
tory; patient questionnaire
Shown below is the part of the patient questionnaire 
listing the eight categories (highlighted) and 37 items. 
The actual questionnaire comprises six additional col­ 
umns for completion. These are 'NT 'SI', moderately 
important', 'important', 'VI', and 'not applicable'. The 
questionnaire is preceded by the statement below:
Please rate the importance of receiving information 
on each of the following items, during the recovery 
period after your heart attack, by ticking one box for 
each item. If you feel an item does not apply to you, 
please tick the box marked N/A (non applicable).
I need to know:
(a) Anatomy and physiology (the workings of the heart)
(1) Why did I have chest pain.
(2) What the heart looks like and how it works, including the 
blood supply to the heart muscle.
(3) What causes a heart attack to occur.
(4) What happens when a person has a heart attack.
(5) How long the damaged heart muscle takes to heal.
(b) Psychological factors
(1) What is the usual psychological response following a 
heart attack.
(2) About the importance of talking to someone about my 
fears, feelings and thoughts.
(3) What effect stress has on my heart.
(4) What I can do to reduce stress in my life.
(c) Lifestyle factors
(1) What the term 'lifestyle factor' means.
(2) Which lifestyle factors may have contributed to my 
having suffered a heart attack.
(3) What I can do to reduce the chances of my having 
another heart attack.
(d) Medication information
(1) The general rules about taking medication.
(2) Why I am taking each of the medications that 
I am on.
(3) When I should take each of the medications that 
I am on.
(4) What the potential side effects are of each of the 
Medications that I am on.
(5) What I should do if I have a problem with the taking of 
my medications.
(f) Dietary information
(1) General rules about healthy eating.
(2) How certain items in my diet may affect my heart.
(3) What cholesterol is and what it means.
(4) What foods may lead to raised cholesterol.
(5) What changes I will need to make to my diet, if any.
(g) Physical activity
(1) The general guidelines about physical activity after a heart 
attack.
(2) When I can resume driving.
(3) What physical restrictions I may have, if any.
(4) How to know when I can increase my level of activities.
(5) When I can resume sexual activity.
(6) When I can return to work.
(h) Symptom management
(1) The different causes and types of chest pain.
(2) What to do if I get chest pain.
(3) What are the signs and symptoms of a heart attack.
(4) When to call the Doctor (GP) or an ambulance.
(5) When I am most likely to suffer chest pain.
(6) When and how to use the GTN spray or tablets.
(i) Miscellaneous
(1) What support services are available when I am discharged 
home.
(2) What support is available for my family.
(3) What tests and investigations I will have in the future 
with regard to my heart.
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is a major cause of 
death in Ireland"
The Irish Picture
Cardiovascular disease is a major cause of death in 
Ireland accounting for approximately 15,000 deaths 
annually. About 50% of these are due to coronary 
heart disease, which claims approximately 7,000 
lives each year (Central Statistics Office, 1995). 
These figures are alarming as the mortality rate from 
coronary heart disease in Ireland is almost twice the 
European average (Department of Health, 1994). 
There have been global attempts to reduce the 
number of deaths from coronary heart disease. The 
World Health Organisation aimed to reduce the 
mortality rates from circulatory disease by at least 
15% in the under 65 age group by the year 2000 
(World Health Organisation, 1985). Health for all 
by the year 2000, a health promotion strategy, 
outlined measures aimed at reducing the incidence of 
coronary disease. Areas targeted included combating 
recognised risk factors such as smoking, hypertension, 
high cholesterol and obesity. In response to this 
mandate, the Department of Health (1994) outlined 
similar targets aimed at risk factor reduction in an 
Irish population. It outlined specific intervention, 
aimed at health promotion and disease prevention in 
this group, in a four year action plan. Realisation of 
these goals through primary health care objectives will 
enable Ireland to compare more favourably with its 
counterparts in the western world. Countries such as 
the United States and Australia experienced a decrease 
in the prevalence of coronary heart disease in recent 
years. Health promotion measures contributed 
significantly to this (Irish Heart Foundation, 1994).
The Role of the Nurse
The literature acknowledges the importance of 
health promotion in patients with coronary heart 
disease. The role of the nurse as patient educator is 
well recognised, and this is integral to the delivery 
of primary health care. Content areas considered to 
be important for patient teaching include anatomy 
and physiology and risk factor managemenc. 
However, currently available education programmes 
for in-hospital cardiac patients appear to be 
ineffective in producing the necessary changes in 
lifestyle that are essential to reduce morbidity in this 
population. Suggested reasons for the apparent 
failure of education programmes to elicit changes in 
lifestyle include:
Lack of a systematic approach to teaching
Failure to identify patient's individual 
educational needs
Inappropriate timing of information delivery 
Use of inappropriate teaching strategies 
Inadequate evaluation of programme effectiveness 
Lack of out-patient teaching and support 
Lack of patient involvement in content selection 
Lack of individualised approach to teaching.
(Mirka, 1994. Genurd & Peterson, 1984. Karhk & 
Yarcheski, 1987. Chan, 1990. Barbarowicz ct at, 
1980. Horgans/a/, 1992).
Many educators today favour che "needs approach" as 
a means of educating adults (Mason-Attwood et al, 1971).
Project One Information Needs of Myocardial Infarction Patients
Section B




St Jama's Hospital 
Jama1: Strut 
Dublin 3
Rather chan imparting information based oa the 
preferences of administration, or implementing mass 
programmes designed for general use with iittie 
regard for individual requirements, this approach 
attempts to identify and meet the needs of the 
individual. Nurses require an understanding of the 
concept of'need' to assist in identification of 
patient's education (Mason-Attwood et al, 1971). 
Mattimore-Knudson (1983) describes a need as a 
physiological drive, an individual desire that 
necessitates gratification or a gap that exists between 
desirable standards and the standard that exists. An 
educational need-differs from other needs in that it 
requires a learning experience. It refers to specific 
understandings, attitudes and skills that are lacking.
Current in-patient cardiac education programmes 
need to meet the educational needs of patients, as well 
as Health For AU objectives of maintaining health 
where cardiovascular disease exists (World Health 
Organisation, 199D- Central to these objectives is 
education in the area of healthy lifestyle and smoking 
reduction (World Health Organisation, 1985).
The quality of life of people •with cardiovascular 
disease must be maintained 
(World Health Organisation 1985).
Dame Barrow (1988) and Mangay-Maglacas 
(1988) have suggested that the only way to bridge 
the gap between health for all values; health needs 
and educational objectives is by actively involving 
patients in health care delivery. Rather than patients 
passively taking in information, there is patient 
involvement in identification of his. or her 
educational needs.
Self care and self reliance are more likely to occur 
when the involvement of the public is ensured 
at all stages of health services development 
(Mangay-Maglacas, 1988).
Dame Barrow (1988) has suggested that the first 
step in implementing an individualised, structured 
approach to patient education in this area is 
educational needs' assessment.
We can begin the journey to health for all by 
taking some first steps 
(Dame Barrow 1988)
Only when health care professionals know what 
patients view as important educational needs, can 
they provide information to equip patients to 
manage their own health care on a long term basis 
(Chan, 1990).
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Introduction
The aim of this paper is to explore 
: current approaches and effectiveness of 
in-patient education programmes for 
cardiac patients. The purpose of the 
review is to identify a suitable theoretical 
framework that can be utilised for 
management of patient education. This 
paper will discuss the perceived learning 
needs of cardiac patients and the 
effectiveness of current education 
programmes. Knowles (1989) theory of 
Andragogy will be described and 
presented as a suggested model for 
practice in this area.
The impetus for this paper arose from 
the writer's experience of nursing 
patients following mvocardiat infarction. 
The experience demonstrated that 
cardiac teaching programmes were 
generally unstructured and consisted of a 
more traditional approach to education, 
characterised by expert led, 
authoritarian, persuasive and generalised 
information-giving. This is in contrast to 
die new paradigm which emphasises 
empowerment, collaboration and patient- 
centred approaches ( Tones and Tilford
1994).
The concept of cardiac rehabilitation 
has been in existence for over twenty 
years (Morgan et al 1992). In this 
situation the goal is to restore the patient 
to an optimum level of recovery, and 
.where possible to prevent coronary heart 
disease from progressing (Thompson and 
Webster 1992). Patient education forms 
a large component of the rehabilitation 
programme, mainly focusing on risk 
factor management (Thompson and 
Webster 1992, Sivarajan et al 1983, 
Scalzi et al 1980). The basis for the 
provision of education on risk factors is 
that certain indicators have been
8
'Abstract. ' .:,, - : -:.,. VV#?::^K|te
Hospitalised patients with coronary" heai
disease, who. require rehabilitation; : an
often provided with in-hospitat 1 cardiac
'teaching programmes, comprising health
education aimed at lifestyle modification
The focus of education is mainly concernec
'with moderation of risk factors,"which; i
adequately controlled can assist in reducing
patients' morbidity and .mortality.y.These
•include smoking, hypertension," .diabetes
elevated' serum cholesterol,, hypertension'
.and obesity. The outcome of education ir
'the area 1 of risk factor management: is.-to
, produce observable sustainable changes irt
'patient' behaviour./Changes in:" lifestyle
behaviour are aimed'at reducfngtheir risk of
worsening disease, yandy improving their
overall quality of life. However, the extent
to-which these; programmes, actually., elicit
behavioural changes is uncertain. Studies
have .,, demonstrated : : -.' that ,;'patients'
knowledge ' level, increased', following the-
•..implementation of- a\structured'-teaching
'programme, ,but; this: did -not necessarily
produce the changes required in lifestyle.
: Where behavioural changes have'; been.-;
'observed, this is'usually confined, to" one?
.area, and is not .sustained overtime. The-
rfailure;- /-of-." currently cardiac v teaching.
^programmes to elicit behavioural changes;
.?rrrayr : be 'due to iackyof, individualised;;
^approach:-.' 'and" inappropriate- timing of:
^information.'In addition,"programmes ofteny
--'have not-been:, structured to suit patients" 
'. individuaT needs. In-hospital education'; is: 
essential' for alt-cardiac "patients-' and this' 
':.needsy.to be-structured", systematic _ and, 
easily - adaptable.. ''.•_ suit • - individual 
requirements.' Trie programme : may, be ' 
implemented following a needs assessment 
and using a suitable framework such as the 
Mirka (1994) model based on Knowles 
(1989) adult learning theory. Clearly 
appraisal and modification of current 
teaching programmes is required.
identified , that when present in an 
individual , increase the likelihood that 
the person will develop coronary heart 
disease ( Pyrorala et al 1994). These 
factors include cigarette smoking, 
obesity, elevate'd serum cholesterol and 
hypertension (Pyrorala ec al 1994, 
Becker and Gardener 1988). The aim of 
education for patients with established 
coronary heart disease is reduction and 
control of risk factors .which has been 
shown to be effective in reducing the 
progression of the disease (Pyorala et. al. 
1994).
Patients' perception of learning 
needs
Many educators today favour the "needs" 
approach as a means of educating adults ( 
Mason-Attwood et. al. 1987). Know.les 
(1989 p.125) defines a learning need as 
the gap between competencies specified 
and the present level of development by 
the learner. According to Knowles 
(1989), the crucial element in the 
assessment of the "gap" is the learner's 
own perception of the discrepancy 
between where they are now. and where 
they want to be.
The concent of current educational 
programmes usually contains 
information on risk factor modification, 
anatomy and physiology and 
medications. Written and verbal 
information is given to patients on a 
routine basis with liccle consideration of 
individual patient needs.
Several studies have addressed the 
learning needs of myocardial infarction 
patients utilising quantitative research 
methodology (Moynihan 1984, Gerard 
and Peterson 1984, Casey &. O'Connell
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1984, Karlik and Yarcheski 1987, 
WLngace 1990, Chan 1990, Jaarsma et al. 
1995, Turton 1998).
These studies (Moynihan 1984, 
Gerard and Peterson 1984, Casey ec al. 
1984, Karlik and Yarcheski 1987, 
Wingate 1990, Chan 1990 Jaarsma et al. 
1995, Turton 1998) portray a general 
agreement in the literature about the 
learning needs of myocardial infarction 
patients. Perceived needs exist in the 
areas of risk factor management, 
medication information, cardiac 
anatomy and physiology (Moynihan 
1984, Gerard and Peterson 1984, Karlik 
and Yarcheski 1987, Wingate 1990, 
Chan 1990, Jaarsma et al. 1995 Turton 
1998). However, Moynihan (1984) 
highlighted the fact that patients needs 
may vary over time and Casey et al. 
(1984) indicated that needs differ for 
patients who are suffering the event for 
the first time. It is of interest to note that 
the findings reveal incongfuencies 
between nurse and patient perceptions of 
learning needs. One example of this is 
that many studies revealed that patients 
perceived the area of risk factors to be of 
greatest importance (Gerard and 
Peterson 1984, Karlik and Yarcheski 
1987, Wingate 1990, Chan 1990 and 
Turton 1998 whereas this was often 
deemed to be of lesser importance to 
nursing staff (Gerard and Peterson 1984, 
Karlik and Yarcheski 1987). In some 
studies nurses perceived medication 
information to be of greatest importance 
to patients (Gerard and Peterson 1984, 
Casey and O'Connell 1984) in contrast 
to patients who placed a low priority on 
this area, particularly in the early stages 
of recovery ( Wingate 1990).
The findings indicate that patients 
appear to favour practical information 
about their condition, its cause and 
prevention, whereas nurses are more 
focused on medical aspects of care such 
as medications and anatomy and 
physiology (Turton 1998). A suggested 
reason for this is that during illness 
patients may view information central to 
their survival as being of most 
importance (Turton 1998). However, 
due to the descriptive nature of these 
studies a body of knowledge may have 
developed based on health care workers 
perception of what is considered 
important for patients to learn, rather 
than patients themselves identifying 
learning needs (Gerard and Peterson 
1984 Karlik and Yarcheski 1987). This 
reliance on the positivist paradigm may 
result in failure :o deliver the patient's
own perspective of their learning needs. 
There 'is also a dearth of qualitative 
information on this subject which serves 
to illustrate the patients perspective 
more clearly. One author (Davis et. al. 
1995) performed a qualitative evaluation 
of a cardiac education programme for 
myocardial infarction patients and 
identified that patients perceived 
emotional support as an important factor 
in their recovery. Thompson (1989) has 
suggested that' in-hospital counselling 
may be a beneficial component of cardiac 
rehabilitation programmes and suggested 
that frameworks for emotional support to 
be incorporated into in-patient 
education programmes. However, there 
is a paucity of information relating to 
patient needs in this area which needs to 
be explored. The literature reflects an 
emphasis on information giving and 
physiological aspects of disease 
prevention. This fails to address the 
wider contribution of social and 
psychological factors.
The literature reveals that learning 
needs of patients following myocardial 
infarction have been identified. These 
patients require information in the areas 
of risk factors, anatomy and physiology 
and medications. However, nurse and 
patient perceptions of what constitutes 
priority learning has been shown to 
differ. Patients' needs also vary according 
to time and prior experience of illness. 
These findings support the teaching of 
these content areas to patients following 
myocardial infarction. However, as 
individual needs may vary according to 
period of illness, severity of illness and 
prior knowledge, individual assessment 
of patient needs in these areas is 
required. Furthermore, to further 
understand the personal meaning 
attributed to illness qualitative studies - 
are required in this area. Exploration of 
patients' emotional needs during this 
time is also necessitated. These 
components are often missing from 
educational programmes, and improving 
nursing practice in diis area requires 
addressing these deficits ( Nolan and 
Nolan 1998).
The Effectiveness of Cardiac 
Education Programmes
The aim of cardiac education is to effect 
patient behavioural changes in the area 
of lifestyle. The success or failure of these 
programmes depends on their ability to 
effectively bring about sustained lifestyle
changes. Health professionals working in 
cardiac rehabilitation have consistently 
been optimistic about the positive 
outcome of patient education. While 
available research evidence is in favour 
of such a view, there are some 
inconsistencies ( Thompson and 
Bowman 1995).The major outcome 
variable utilised to determine 
effectiveness of the programme is often 
knowledge retention by the patient ( 
Milazzo 1980, Mills et al. 1985, Steele 
and Ruzicki 1987, Raleigh and Odtohan 
1987, Owens et. al. 1978). However, for 
comprehensive evaluation of the 
effectiveness of cardiac teaching to occur 
the concept of behavioural change as 
well as knowledge gain needs to be 
considered (Oberst 1989). Mills et al. 
(1985), Steele and Ruiicki (1987), 
Raleigh and Odtohan (1987) and. 
Milazzo (1980) all evaluated 
effectiveness of cardiac teaching 
following myocardial infarction, utilising 
experimental research design. The 
findings all suggest that a structured 
educational teaching programme has a 
beneficial effect on knowledge. Several 
studies examined the effect of formalised 
teaching programmes on lifestyle 
behaviours, widi limited success 
(Barbarowicz et. al. 1980, Fletcher 1987, 
Scalzi et. al. 1980 and Sivarajan et. al 
1987) This indicates that the 
relationship between knowledge and 
behaviour is complex. These studies 
have highlighted the fact that an 
increase in knowledge did not necessarily 
produce changes in behaviour 
(Barbarowicz et. al. 1980, Fletcher 1987, 
Scalzi et. al. 1980, Sivarajan et. al 1987) 
While the majority of investigations 
documented some effect of formal 
patient education on behavioural 
change, this effect was usually limited to 
one area of behaviour despite education 
being given on several areas, such as 
smoking, diet and exercise (Duyree 
1992).
Barbarowicz et. al. (1980) studied two 
hundred and thirty patients undergoing 
coronary artery bypass grafting. One 
hundred and twenty patients were 
randomly assigned to a group diat formal 
structured education. One hundred and 
six patients in the control group received 
the usual education. Knowledge, anxiety 
and health-related behaviours 
(cholesterol intake, body weight, 
physical activity, return to work and 
smoking) were evaluated at discharge 
and at one and diree months after 
discharge, Results indicated that
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although knowledge significantly 
, increased in the group who received 
formal education, there were no 
significant increase in behaviour 
between the teaching groups.
Scalzi et. al. (1980) in a quasi- 
experimental study of 32 myocardial 
infarction patients, demonstrated a good 
compliance to medications in the 
experimental group, but no overall 
change in compliance to non smoking, 
dietary restrictions or weight reduction. 
Fletcher (1987) in an experimental study 
of twenty patients following myocardial 
infarction indicated favourable trends in 
the treatment group in the area of 
smoking only.
Sivarajan et. al (1987) studied 
lifestyle changes of two hundred and fifty 
men and woman who had experienced a 
recent myocardial infarction and 
identified only limited effectiveness 
following structured educational 
intervention. Patients who had received 
teaching demonstrated a significant 
positive change in sodium intake and 
smoking habits. However, there were no 
significant differences in weight between 
the groups.
These findings indicate that 
structured educational programmes can 
achieve success in increasing patients 
knowledge, however this does not always 
produce all the necessary behavioural 
changes required in lifestyle. Some 
studies have demonstrated limited 
success with eliciting behavioural 
changes (Sivarajan et. al. 1987, Fletcher 
1987). Factors which contributed to 
programme effectiveness in eliciting the 
necessary lifestyle changes included 
implementing a teaching programme 
that was, timely, systematic and 
individualised (Gerard and Peterson 
1984, Karlik and Yarcheski 1987, Chan 
1990, Barbarowicz et. al. 1980, Mirka 
1994 and Horgan et. al. 1992) . This 
point was endorsed by Mullen et al. 
(1992) who conducted a meta - analysis 
of 28 controlled trials of cardiac patient 
education, and concluded that 
structured educational programs have 
been successful in impacting changes in 
some areas of lifestyle such as exercise 
and diet, while other parameters were 
affected less consistently. This author 
(Mullen et. al 1992) concluded that 
effectiveness of education was 
determined by the quality and planning 
of the intervention and the use of 
feedback, individualisation, and 
programmes suited to patients' needs. 
The studies generally indicate that
10
inconsistencies exist in the level of 
effectiveness of structured education 
programmes for cardiac patents. 
Education has been shown to have a 
positive impact in knowledge retention 
of patients, however the behavioural 
changes required in lifestyle are not 
always consistently achieved. Lifestyle 
modification can reduce mortality and 
morbidity of patients with established 
coronary heart disease (Mullen et al 
1992). It is crucial to establish 
educational programmes that can effect 
the necessary changes in lifestyle. 
Systematic, individualised, structured • 
programmes based on individual 
patients' needs have been suggested to 
increase programme effectiveness.
Learning Theory in Patient 
Education- a Model for Practice
Some authors have highlighted the need 
for the development of an accepted 
universal theory of patient education ( 
Nolan and Nolan 1998). This is based on 
the belief that sound theory is essential 
to 'the design of effective, efficient and 
practical education programmes (Naidoo 
and Wills 1994) .However no definitive 
theory of health education exists (Scaffa 
1998). Rather , health education draws 
on a body of knowledge from a variety of 
sciences (Scaffa 1998). Barriers that 
have been identified to the development 
of a comprehensive theory of health 
education, include the complexity of 
human behaviour, the complexity of 
health behaviours, achieving consensus 
and acceptance and lack of perception of 
the need for and agreement on a theory 
among health educators (Scaffa 1998). 
As an alternative to the pursuit of a 
uniform methodological approach 
Naidoo and Wills (1992) suggest that 
attention is focused on the quality of the 
educational process. This point was 
endorsed by Mullen et al. (1992) who 
concluded that effectiveness of 
education was not determined by a 
specific technique, but by the quality of 
planning of the intervention. Mullen et. 
al (1992) recommended the use of 
principles such as reinforcement, 
feedback, individualisation, facilitation 
and relevance to patients' needs.
The health . education principles 
recommended by many studies are core 
concepts of Knowles (1989) theory of 
Andragogy which has been utilised as a 
framework for patient education for a 
number of years. Several authors have
suggested that a standard practice and 
utilisation of this adult learning theory 
would enable nurses to understand the 
conditions required for learning to take 
place and to actualise a commitment to 
patient education (Milazzo 1990, 
Wingate 1990). Knowles (1989 p.117) 
focuses on learner involvement and self 
directed learning and advocates mutual 
planning, to include diagnosis of 
learning needs, formulating programme 
objectives, choosing suitable techniques 
and evaluating the learning outcome. 
The teacher is recognised as the 
facilitator of learning and several 
concepts in adult learning have been 
identified including the role of previous 
experience and the individual's readiness 
to learn (Knowles 1989).
Utilising Knowles theory of 
Andragogy, Mirka (1994) devised a 
model for teaching patients, following 
myocardial infarction, . that is flexible 
and promotes self- directed learning (fig. 
1). Mirka's 1994 model involves building 
a rapport, assessing and prioritising 
learning needs and , collaborative goal 
setting. Once common goals have been 
set, the personalised programme can be 
developed. In contrast to a nurse- 
centred approach, the central aim of this 
model of education is patient 
empowerment which enhances 
individual control over health ( Mirks 
1994).
Structured health educatior 
programmes have demonstrated £ 
positive impact on health behaviours 
Factors which appear to increase the 
success of these programmes includi 
concentrating on patient needs 
individualisation and facilitation. Sucl 
concepts are embraced in th 
Androgogical approach through whicl 
learners adopt a self directive approacl 
to learning,' drawing on their owi 
valuable experience (Howard 1993' 
This is consistent with the shlftin 
paradigm of health education toward 
collaboration, public participation an 
empowerment (Latter 1996).
Summary and Conclusion
Current approaches to cardiac teachir 
are often unstructured and the content 
determined by experts and may n< 
always reflect the learning needs of tl 
patient. Cardiac booklets and inform 
discussions are given to patients on 
routine basis, without structun 
assessment of the individuals pri 
experience, readiness to learn or need
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Figure 1. A model for post-myocardial infarction education
programmes (reproduced with permission, Mirka 1994)
know. The. literature revealed that 
currently available education 
programmes for cardiac patients are often 
ineffective in meeting patients needs 
(Mirka 1994). Studies indicated that 
incongruencies exist between patient 
and nurses' perceptions of patients 
learning needs (Gerard and Peterson 
1984, Karlik and Yarcheski 1987, Chan 
1990). Programmes often fail to provide 
any long term effect on health related, 
behaviours (Barbarowicz et. al. 1980, 
Scalziet.al. 1980).
Evaluation of current teaching 
'programmes is required, to determine 
effectiveness and instigate required 
changes and programme effectiveness 
ought to be evaluated on an on-going 
basis to ascertain effectiveness.
Patient education is increasingly 
being recognised as an important 
function in nursing practice (Close 1988, 
Cafferella 1984, Noble 1991). Nurses •
possess more opportunity for patient
teaching than any other member of the
health care team (Close 1988). The
implementation of structured teaching
programmes based on the adult learning
approach appears to be most acceptable.
Adult learners need to be actively
involved in the learning process,
diagnosing their own learning needs and
progressing towards selected goals
(Knowles 1987). The Mirka (1994)
model serves to operationalise the
concepts of adult learning, and has been
suggested as a suitable model for teaching
patients following myocaridal infarction.
The aim of cardiac education
programmes for myocardial infarction
patients, is to facilitate long-term
behavioural changes in the area of
lifestyle, that will contribute to a
reduction in mortality and morbidity from
coronary heart disease. The provision of
individualised structured, teaching
NURSING REVIEW, VOL. 17, SPRING 1999, NO. 1/2
programmes, suited to patients' needs is 
crucial to assist with producing the 
required lifestyle changes. Nurses have a 
unique responsibility for patient care and 
they have a pivotal role to play in the 
development and implementation of 
successful cardiac education programmes.
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Introduction
The aim of this paper is to outline the extent of 
coronary heart disease (CHD) in Ireland and to 
explore some measures being implemented to 
combat the problem, as well as to provide a brief 
overview of the purpose of cardiac rehabilitation 
(CR) and present a review of the literature on the 
effectiveness of education programmes and 
patients' expressed learning needs in this area. 
Patients' experiences of coronary events will be 
briefly examined to highlight the importance of 
attention to emotional needs in provision of CR 
services to this population.
CHD remains the commonest cause of death in 
Western society and the highest rates in the world
are found in the British Isles (Horgan et al. 1992). 
It is a major cause of death in Ireland, claiming 
approximately 7000 lives each year (Central 
Statistics Office 1995). These figures are alarming, 
as this mortality rate is almost twice the European 
average (Department of Health 1994). Globally, 
there have been attempts to reduce the number of 
deaths from CHD through primary and 
secondary prevention (World Health 
Organization 1985). The World Health 
Organization aimed to reduce the mortality rates 
from circulatory disease by at least 15% in the 
under-65 age-group by the year 2000 (World 
Health Organization 1985). At national level, 
health promotion strategies such as the Health of 
the Nation (Secretary of State 1992) in the UK and
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the Strategy for Health (Department of Health 
1994) in the Republic of Ireland have outlined 
specific interventions aimed at reducing mortality 
and morbidity from the disease, mainly focusing 
on lifestyle modification. These documents 
highlighted the significant contribution that the 
health service can make through the provision of 
prevention, detection, treatment and 
rehabilitative services.
Cardiac rehabilitation
The concept of CR has been in existence for over 
20.years (Morgan et al. 1992), In this situation, the 
goal is to restore the patient to an optimum level 
of recovery, and where possible to prevent CHD 
from progressing (Thompson & Webster 1992). 
Patient education forms a large component of the 
CR programme, mainly focusing on risk factor 
management (Thompson & Webster 1992; 
Sivarajan et al. 1983; Scalzi et al. 1980). The basis 
for the provision of education on risk factors 
stems from the fact that certain indicators have 
been identified which, when present in an 
individual, increase the likelihood that the person 
will develop CHD (Pyrorala et al. 1994). These 
factors include cigarette-smoking, obesity, 
elevated serum cholesterol and hypertension 
(Pyrorala et al. 1994; Becker & Gardener 1988). 
The aim of education of patients with established 
CHD is risk factor reduction, which has been 
shown to be effective in reducing the progression 
of the disease (Pyorala et al. 1994).
The World Health Organization (1985) has 
emphasized the need for comprehensive physical 
and psychological rehabilitation for patients with 
established cardiovascular disease. Although the 
value of the contribution of rehabilitative care for 
CHD is widely recognized, the provision of 
rehabilitation services often falls well below the 
ideal (Audit Commission 1995, p. 32). Following 
an enquiry of the Coronary Prevention Group, 
which surveyed 268 cardiac care/intensive care 
units in the UK and Ireland, Horgan et al. (1992) 
revealed that fewer than half (91) of the health 
districts in the British Isles had established a CR 
programme. Only one of these was in the 
Republic of Ireland. In order to meet the World 
Health Organization (1985) objective of 
maintaining health where cardiovascular disease 
exists, it is imperative that all major hospitals 
provide a comprehensive, structured
rehabilitation service to meet the needs of this 
patient group. It is also important to ascertain 
effectiveness of services currently being provided 
through evaluation of the structure, process and 
outcome of CR
The effectiveness of cardiac 
education programmes
In recent years, there has been an increased 
interest in outcomes and effectiveness in relation 
to healthcare (Caiman 1998). However, the Audit 
Commission (Audit Commission 1995, p. 13) 
revealed that only limited evidence existed on the 
effectiveness of CR programmes. Health 
professionals working in CR have consistently 
been optimistic about the positive outcome of 
patient education. While available research 
evidence is in favour of such a view, there are 
some inconsistencies (Thompson et al. 1995). 
Cardiac education aims to effect patient 
behavioural changes in the area of lifestyle. The 
success or failure of these programmes depends 
on their ability to effectively bring about 
sustained lifestyle changes. However, the major 
outcome variable utilized in studies to determine 
effectiveness of the programme is often 
knowledge retention by the patient. Although the 
use of structured in-patient education 
programmes appears to increase knowledge 
retention in cardiac patients, whether or not this 
knowledge could actually influence a change in 
behaviour has not been clearly established in the 
literature (Milazzo 1980; Mills et al. 1985; Steele & 
Ruzicki 1987; Raleigh & Odtohan 1987; Owens et 
al. 1978). Several authors (Mills et al. 1985; Steele 
& Ruzicki 1987; Raleigh & Odtohan 1987; Milazzo 
1980) evaluated the effectiveness of cardiac 
teaching, utilizing experimental research design. 
The findings support the belief that structured 
educational teaching programmes can have a 
beneficial effect on knowledge. However, for true 
evaluation of the effectiveness of cardiac teaching 
to occur, the concept of behavioural change as 
well as knowledge gain needs to be considered 
(Oberst 1989).
Studies have demonstrated limited success 
with eliciting behavioural changes (Sivarajan et 
al. 1987; Fletcher 1987). While the majority of 
investigations documented some effect of formal 
patient education on behavioural change, this 
effect was often limited to one area of behaviour,
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despite education being given on several areas, 
such as smoking, diet and exercise (Duyree 1992). 
Factors that contributed to programme 
effectiveness in eliciting the necessary lifestyle 
changes, included implementing a teaching 
programme that was timely, systematic and 
individualized (Fletcher 1987; Karlik & Yarcheski 
1987; Chan 1990; Barbarowicz et al. 1980).
There is increasing recognition of the need to 
develop an accepted model for patient education 
(Nolan & Nolan 1998). However, no definitive 
theory of health education exists (Scaffa 1998). 
Rather, health education draws on a body of 
knowledge from a variety of sciences (Scaffa 
1998). The complexity of human behaviour 
represents a barrier to the development of a 
comprehensive theory of health education 
(Scaffa 1998). As an alternative to the pursuit of a 
uniform methodological approach Naidqo and 
Wills (1994) suggest that attention is focused on 
the quality of the educational process. This point 
was endorsed by Mullen et al. (1992) who 
conducted a meta-analysis of controlled trails of 
cardiac patient education, and concluded that 
education programmes had demonstrated a 
measurable impact on certain parameters, such as 
blood pressure, mortality, exercise and diet, while 
others were positively affected, although less 
consistently. This author (Mullen et al. 1992) 
concluded that programme effectiveness was 
determined by the planning and quality of the 
intervention and not by the use of a specific 
technique or model. Principles that enhanced the 
quality of intervention appeared to be 
reinforcement of information, feedback, 
individualization and relevance to patients' needs 
(Mullen et al. 1992)
Patients' perceptions of learning 
needs
Providing information relevant to an individual's 
needs is an approach favoured by many 
educators today (Mason-Attwood & Ellis 1971). 
Rather thaii imparting information based in the 
preferences of administration, or implementing 
mass programmes designed for general use with 
little regard of individual requirements, this 
approach attempts to identify and meet the needs 
of the individual. Knowles (1989) defines a 
learning need as the gap between competencies 
specified and the present level of development of
the learner (Knowles 1989, p.125). The crucial 
element in the assessment of the 'gap' is the 
learner's own perception of the discrepancy 
between where they are now and where they 
want to be (Knowles 1989, p. 125). This is of great 
importance, as health professionals often believe 
that they know what is best for the patient to 
learn. This content, transmitted both written and 
verbally, usually contains information on cardiac 
anatomy and physiology, risk factor 
modification, and medications, and is often 
given to patients on a routine basis with little 
consideration of individual patient needs.
Several studies have addressed the learning 
needs of myocardial infarction (MI) patients 
(Moynihan 1984; Gerard & Peterson 1984; 
Casey & O'ConneU 1984; Karlik & Yarcheski 
1987; Wingate 1990; Chan 1990; Jaarsma et al. 
1995). These studies all utilized a quantitative 
research methodology. However, due to the 
descriptive nature of these studies, a body of 
knowledge may have developed based on 
healthcare workers' perception of what is 
considered important for patients to learn, rather 
than patients themselves identifying learning 
needs (Gerard & Peterson 1984; Karlik & 
Yarcheski 1987). This reliance on the positivist 
paradigm may result in failure to deliver the 
patients' own perspective of their learning needs.
There is general agreement in the literature 
about the learning needs of MI patients. 
Perceived needs exist in the areas of risk factor 
management, medication information, cardiac 
anatomy and physiology (Moynihan 1984; Gerard 
& Peterson 1984; Karlik & Yarcheski 1987; 
Wingate 1990; Chan 1990; Jaarsma et al. 1995; 
Turton 1998). However, Moynihan (1984) 
highlighted the fact that patients' needs may vary 
over time and Casey and O'Connell (1984) 
indicated that needs differ for patients who are 
suffering the event for the first time. It is of 
interest to note that the findings reveal 
incongruencies between nurse and patient 
perceptions of learning needs. One example of 
this is that many studies revealed that patients 
perceived the area of risk factors to be of greatest 
importance (Gerard & Peterson 1984; Kadik & 
Yarcheski 1987; Wingate 1990; Chan 1990; Turton 
1998) whereas this was often deemed to be of 
lesser importance to nursing staff (Gerard & 
Peterson 1984; Karlik & Yarcheski 1987). In some 
studies, nurses perceived medication information
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to be of greatest importance to patients (Gerard & 
Peterson 1984; Casey & O'ConneU 1984) in 
contrast to patients, who placed a low priority on 
this area, particularly in the early stages of 
recovery (Wingate 1990). Information on 
resuming sexual activity was another area that 
appeared to be a priority of the nursing staff; but 
was ranked of lesser importance by patients. 
These findings indicate that patients appear to 
favour practical information about their 
condition, its cause and prevention, whereas 
nurses are more focused on medical aspects of 
care such as medications and anatomy and 
physiology (Turton 1998). A suggested reason for 
this is that, during illness, patients may view 
information central to their survival as being of 
most importance (Turton 1998).
These findings support the teaching of risk 
factor management, anatomy and physiology and 
medication instructions to cardiac patients. 
However, teaching requires individual 
assessment of patient needs. Furthermore, to 
understand further the personal meaning 
attributed to illness, qualitative studies are 
required in this area. This component is often 
missing from educational programmes, and 
improving nursing practice in this area requires 
addressing these deficits (Nolan & Nolan 1997).
Patients' experiences of coronary 
events
The literature reveals that the initial recovery 
period following an acute MI is a stressful event 
(Marsden & Dracup 1991; Hubert 1993; Moser et 
al 1993; Thompson et al. 1995). However, 
internationally, the literature on CR lacks 
information on the social and psychological 
impact of heart disease (Daly et al. 1998). The use 
of a qualitative approach serves to illustrate the 
patient's perspective more dearly and the 
expression of the 'lived' experience may 
illuminate certain areas, Davis et al. (1995) 
performed a qualitative evaluation of a cardiac 
education programme from the patient's 
perspective. Nine MI patients participated. 
Thematic analysis revealed that patients 
perceived 'support' as an important factor. 
Johnston and Morse (1990) examined the 
process of adjustment that individuals experience 
following an MI. This qualitative study used a 
grounded theory approach. Interviews with
14 patients who had experienced a ME provided 
the major source of data. The findings of the study 
indicate that the process of adjustment after an MI 
is variable and incorporates four stages. The first 
stage, 'defending oneself,' begins when the patient 
first develop symptoms and continues for as long 
as seven days. Patients try to keep a sense of 
control and they use coping strategies such as 
denial. During the second stage, 'coming to terms 
patients begin to understand their condition, and 
its future significance. This involves facing their 
mortality, making sense of the event, facing 
limitations and looking to the future. It may begin 
as early as three days or as late as eight days after 
the event. The third stage, learning to live' 
involves the patients seeking a lifestyle that they 
can maintain and tolerate, and they begin to trust 
their own abilities. In this process, they endeavour 
to preserve a sense 'of self, minimize uncertainty 
and establish guidelines for living. The fourth 
stage, 'living again', is one of acceptance of 
limitations, refocusing Other concerns and the 
attainment of a sense of mastery.
Although there is a dearth of studies in this 
area, the evidence available indicates that the 
period following a cardiac event involves a 
process of emotional adjustment. Anxiety and 
depression have been observed frequently as 
signs of emotional distress in patients who had 
experienced an MI (Ladwig et al. 1994; Wiklund et 
al. 1984). These symptoms have been associated 
with a lower rate of return to work (Stem et al. 
1977) and an increased mortality rate (Ladwig et 
al. 1994). Thompson (1989) suggests that in- 
hospital counselling may be a beneficial 
component of CR programmes. This author 
suggested that, although the proven efficacy of 
psychological interventions in other'conditions 
has been well documented, there is a paucity of 
information relating to the counselling needs of 
the coronary patient (Thompson 1989). It is 
evident that patients' experience of coronary 
events and their needs in this area requires further 
exploration. This would enable frameworks for 
emotional support to be incorporated into in- 
patient education programmes.
Implications for practice
The aim of health education and patient teaching 
is to empower people to make sound decisions 
about health (Macleod Clark & Webb 1985).
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In this quality-focused age, patients are becoming 
increasingly aware of their need for, and right to 
better information and education. The literature 
suggests that cardiac patient education can 
increase patients' knowledge and in some cases 
result in behavioural changes in the area of 
lifestyle. Patients with established cardiac disease 
can benefit from comprehensive rehabilitation. 
Morgan et al. (1992) recommended that every 
hospital should provide this service. However, 
there is a need to improve the current level of 
provision and delivery of services. Current 
approaches to cardiac teaching are often 
unstructured. The content is determined by 
experts and may not always reflect the learning 
needs of the patient. In some cases, cardiac 
booklets and informal discussions are provided 
to patients on a routine basis, without individual 
patient assessment. Where structured education 
programmes for cardiac patients are being 
implemented, it is important to address specific 
patients' needs in this area (Mirka 1994). Studies 
have also indicated that incongruencies may exist 
between patients' and nurses' perceptions of 
what constitutes priority learning (Gerard & 
Peterson, 1984; Karlik & Yarcheski 1987; Chan, 
1990; Turton, 1998). The literature does suggest 
that patients view the areas of risk factors, 
medications and anatomy and physiology as 
important to learn. However, it is important that 
education is tailored to individual requirements, 
depending on patient need, stage of recovery and 
previous hospital exposure. Furthermore, in the 
initial period, information that is crucial to 
survival may be of greater importance, to patients, 
with areas such as medication, anatomy and 
physiology and resuming sexual activity 
receiving lower priority. Further research is 
needed on the emotional impact of coronary 
events and effective methods of meeting patients' 
needs in this area. As well as providing physical 
care and preventative health education, it is 
important to consider the wider psychological 
aspects of health and recovery, which are often 
overlooked by health professionals.
Conclusion
The aim of cardiac education programmes for MI 
patients is to facilitate long-term behavioural 
changes in the area of lifestyle, that will 
contribute to a reduction in mortality and
morbidity from CHD. The provision of 
individualized structured programmes, suited to 
patients' needs, is crucial to assist with producing 
the required lifestyle changes. It is imperative 
that nurses articulate and promote a clear vision 
for the future expansion and delivery of 
rehabilitation services (Yukl 1994). Through 
multidisciplinary collaborative construction and 
implementation of this vision, nurses can achieve 
the required changes. The nursing profession 
acknowledges the need for continuous 
professional advancement in order to meet the 
ever-changing healthcare needs (Robinson 1991). 
Nurses have a unique responsibility for patient 
care. They have a pivotal role to play in the 
development and implementation of successful 
cardiac education programmes into the 
millennium. They are the creators of a future 
which is a kaleidoscope of new and infinite 
probability (Hein 1998, p. 401).
But to make deliberate progress, nurses 
require a knowledge of the current situation, and 
it is hoped that this paper will contribute to that, 
particularly in relation to Ireland.
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LITERATURE REVIEW
A review of the information 




The individual nature of information required by hospitalized patients with coronary heart disease (CHD) has been of concern to nurses 
for over 20 years. An information need is not necessarily a gap in knowledge- that can be satisfied by education. It represents what the 
patient wants to know from the professional in order "to cope effectively with the current situation. Through analysis of available litera­ 
ture, it seems that patients appear to prioritize information that is pertinent to survival, such as symptom management, rather than 
broader lifestyle issues such as exercise and diet. Although information needs are individual and subjective to each patient, trends 
emerge within patient groups. Information needs of patients with CHD in coronary care unit and ward setting occur across eight or 
more common areas. Through patient-centred communication, patients'f preferences for information in these topics can be derived and 
used as the basis for information delivery. Individual idiosyncratic needs can also be noted and addressed.
Key words: Information need • Coronary heart disease • CCU - Patient
•
INTRODUCTION
Cardiovascular disease is a major cause of death in the 
UK and accounts for 39% of all deaths (British Heart 
Foundation, 2004). Half of these deaths are due to cor­ 
onary heart disease (CHD). Each year, about 270000 
people suffer a myocardial infarction, and over 2 mil­ 
lion people in the UK suffer with angina (British Heart 
Foundation, 2004). CHD and stroke combined 
accounts for 3% of all hospital admissions (British 
Heart Foundation, 2004).
While in the past, the UK was recognized as being 
significantly behind other areas of Europe in terms of 
mortality rates, great progress been made in recent 
times (Department of Health, 2004). The National 
Service Framework (NSF) for CHD, published in 2000, 
set the agenda for the modernization of CHD health 
services. The percentage of patients receiving throm- 
bolysis within SOmin of arriving in hospital has 
increased from 38% in 2000 to 81% in December 2003 
(Department of Health, 2004). There has also been a 
great increase in consultant cardiologists and expan­ 
sion of advanced nursing roles including nurse con­ 
sultants. The death rate from heart disease in the
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under 75-year-old age group has. dropped by almost a 
quarter since 1996 (Department of Health, 2004).
Current policy focuses on improving the quality of 
services for patients in relation to quick access to and 
administration of thrombolysis, primary angioplasty, 
provision of risk factor management information for 
patients in the primary health care setting and 
improved medication regimens for those who have 
suffered myocardial infarction (Department of Health, 
2004). The result of these initiatives has resulted in a 
better service for patients with a corresponding reduc­ 
tion in mortality rates (Department of Health, 2004).
This new and improved service provision for 
patients wiih myocardial infarction have significantly 
altered the hospital experience for many including 
shorter hospital stays. Improved access to primary 
angioplasty and thrombolysis and receipt of prompt 
treatment in the acute phase often prevent the natural 
and often-devastating progression of the infarction.
Of interest to note is that while the mortality rate is 
falling in the UK, morbidity from CHD is rising 
(British Heart Foundation, 2004). As nurses, we wel­ 
come a potential reduction in incidence and preva­ 
lence rates of disease as well as mortality rates. 
Indeed, these are valid and reliable indicators of health 
status (McQueen and Anderson, 2003). However, an 
individual patients' perception of their own health is 
more complex. Hence, there are limitations •within this 
approach.
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While an overall reduction in mortality rate and 
improved services for patients with CHD is wel­ 
comed, support for clients to assist them with coping 
with events during the early recovery period is crucial 
(Thompson, 1990). While information giving within 
primary health care settings has recognized import­ 
ance "within recent reforms within the NHS (Depart­ 
ment of Health, 2004), the necessity for in-hospital 
information provision has received less priority. Fur­ 
thermore, the current emphasis on in-hospital 
information giving focuses largely upon risk factor 
management rather than the broader information that 
individuals may require prior to discharge to manage 
their health and improve their quality of life. Indeed 
for many, this phase of recovery is too early to receive 
this type of information (Timmins, 2005a).
Patient centeredness needs assessment, and patient 
empowerment are prevalent themes in current health 
policy (Department of Health, 2000, 2004). Further­ 
more, an individualized needs based approach to edu­ 
cation is likely to be more effective (Mullen etal., 
1992). It is timely therefore to re-consider patients' 
Information needs in this area. Specifically, isolating 
priority information needs of this group as identified 
by patients may be useful to nurses who are providing 
information to patients during short hospital stays. 
The aim of this review is to re-examine the informa­ 
tion needs of patients following myocardial infarction 
in light of the current context of health care provision 
and the gaps that exist in patients' knowledge.
Background
The provision of education to patients with acute car­ 
diac disorders has been a predominant theme in the 
literature for the past 20 years. Increasingly, patients 
recovering from myocardial infarction/acute coronary 
syndromes, cardiac bypass surgery and angioplasty 
are being offered structured programs (cardiac reha­ 
bilitation) in the post-discharge phase that encompass 
a great deal of education on lifestyle and medication. 
Education commencing within the acute phase (phase 
I), while patients are in coronary care, is sometimes, 
although not always, a component of these programs. 
Indeed, Thomas (2001) observed that there was often 
little by way of structured education delivered to 
patients during this period. Rehabilitation programs 
traditionally start at 6 weeks (phase HI), although earl­ 
ier intervention now also occurs (phase I or II) in some 
areas. There are an ever-increasing number of cardiac 
rehabilitation programs emerging internationally, and 
the role of the nurse or other health professionals 
working directly in this area is becoming increasingly 
specialized. Education within the hospital setting and 
initial discharge period is less well evolved.
Early research within the cardiac rehabilitation field 
consisted of quasi-experimental work that examined 
the effectiveness of individual programs (Barbarowicz 
et al., 1980; Milazzo, 1980; Mills et al., 1985; Fletcher, 
1987; Raleigh and Odtohan, 1987; Sivarajan et al., 1987; 
Steele and Ruzicki, 1987). Researchers also became 
concerned with understanding -what it is that patients 
needed to know following acute cardiac events or sur­ 
gery. A number of survey-based research studies were 
carried out over a 2-year period that examined this 
topic (Casey etal., 1984; Gerard and Peterson, 1984; 
Moynihan, 1984; Karlik and Yarcheski, 1987; Chan, 
1990; Wingate, 1990; Jaarsma et al, 1995; Ashton, 1997; 
Turton, 1998; Hughes, 2000; Timmins and Kaliszer, 
2003). This research approach had pragmatic origins. 
It was important to know whether programs had actu­ 
ally achieved their objectives of improving outcome. 
Similarly, it was of benefit to ask patients directly 
what they needed to know and to use this to inform 
local practice. However, the research was also influ­ 
enced by international trends. Following the Alma Ata 
declaration in 1978 and subsequent targets for health 
published by the World Health Organization (1985), a 
reorientation towards promoting healthy lifestyles 
occurred in international health care. Health promo­ 
tion initiatives 'were adopted in many coiirrtries and 
continue as a predominant paradigm in current health 
care practice. Influential aspects of these develop­ 
ments were the recognition of the important role of the 
nurse in health promotion and needs based health 
promotion programs (World Health Organization, 
1991).
Educational theory also influenced empirical trends; 
notably humanism and Knowles theory of Andragogy 
(Knowles, 1989). Rogers's (1983) writings heralded the 
foundation of humanistic theory and yielded a consi­ 
deration of the individualistic nature of learning. 
Rather than a broad assumption that all individuals 
learn in a similar manner, academics began to con­ 
sider that for teaching to be successful, individual 
human factors need consideration. Thus, the notion of 
individual motivation to learn such as self-concept, 
self-esteem became popular. Rogers (1983) suggested 
that rather than acting as authority figures, educators 
should facilitate learning through the understanding, 
acknowledgement and consideration of unique moti­ 
vations. This latter theory has enjoyed popularity in 
nurse education settings and to a limited extent in car­ 
diac nursing. Knowles (1989) theory of Andragogy has 
enjoyed more success. This theory emphasized, like 
humanism, the individual nature of learning. In par­ 
ticular, highlighting that an individual needs to be 
ready to learn. Self-concept is also important, as is the 
role of previous experience. Knowles suggested that
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adults are capable of being self-directed in their own 
learning and can diagnose their own learning needs.
In 1994, two published literature reviews, Mirka 
(1994) (Canada) and Wang (1994) (USA) highligh­ 
ted the potential value of using Knowles' theory of 
Andragogy (1989) in CCU-based cardiac education 
programmes. Mirka's focus on this theory related to 
the need to assess patient's prior experience, readiness 
to learn and self-concept, which she suggested as an 
alternative to the medical model. Wang's (1994) aimed 
to identify MI patients' perceived learning needs 
while in CCU and concluded that nurse and patients' 
perceptions of educational needs varied 'tremen­ 
dously' (pp.34).
A recent systematic review of the literature on this 
topic (Scott and Thompson, 2003) echoed Wang's 
(1994) propositions. Scott and Thompson (2003) 
restated the view that nurses do not always perceive 
patients' information priorities correctly. The authors 
also suggested further recommended using formal­ 
ized methods of assessing patients' information needs 
'as they arise' in CCU and during other recovery 
phases a point endorsed by Wang (1994).
In the 1980s, to focus specifically on identifying the 
individual learning needs of cardiac patients. Many of 
these used Andragogy as a basis for their study (Chan, 
1990; Wingate, 1990; Turton, 1998; Hughes, 2000; 
Timmins and Kaliszer, 2003). In the USA, in 1984, 
Geiard and Peterson (1984) devised the cardiac 
patient learning needs inventory (CPLNI). This tool 
has been used and validated in several subsequent 
Studies. It contained eight categories relevant to car­ 
diac teaching. In this original study, nurses and 
patients were asked to rate the importance of each cat­ 
egory across the first two phases of recovery (CCU 
and discharge). The categories were Introduction to 
the Coronary Care Unit, Psychological Concerns, Risk 
Factors, Information about Medications, Dietary Infor­ 
mation and Miscellaneous Information.
The findings of this study (Gerard and Peterson, 
1984) relate to 31 patients who had experienced a 
mypcardial infarction and 36 nurses who cared for 
them. The study employed the CPLNI to gather data 
during structured interviews. The category of risk fac­ 
tors received the highest overall mean score for 
patients both before and after discharge from hospital, 
whereas medications received similar attention from 
the nurse group. The individual item receiving the 
highest overall mean score from both groups was 
'what to do for chest pain'. When overall mean scores 
were placed in rank order 'signs and symptoms of 
angina and an MI' was ranked highly by both nurses 
(3rd) and patients (4th), as was 'when to call a doctor' 
(4th for both groups).
Karlik and Yarcheski (1987) (USA) replicated the 
patient data collection method of the previous study 
using a sample of 30 patients who had experienced a 
myocardial infarction and 30 nurses in the first two 
phases of recovery. The findings reflected those of 
Gerard and Peterson (1984), again the category of risk 
factors received the highest overall mean score for 
patients whereas nurses ranked medications highest.
Chan (1990) (USA) also used the CPLNI to collect 
data from 30 myocardial infarction patients in the first 
two phases of recovery. The category of medications 
received the highest overall mean score from patients 
in the first phase, and the risk factor category emerged 
as priority learning in phase 2. The individual item 
'when to resume sexual activity' was reported as 
receiving the lowest overall response across both 
phases of recovery.
Another USA study that used the CPLNI to collect 
data was Wingate (1990). This author used Knowles 
(1989) theory to support the study. The study of 32 MI 
patients across the first two phases of recovery 
revealed risk factors as a priority. Czar and Engler 
(1997) used a modified version of the CPLNI to gather 
data from 28 with diagnoses of either MI or angina. 
Symptom management received the highest overall 
mean score during phase 1, cardiac anatomy and 
physiology ranked highest in phase 2. Lowest ranking 
priorities during both phases were smoking, work and 
sex (categorized individually).
Up until 1998, all of the published work on this 
topic emanated from North America. This aspect of 
cardiac nursing had received little attention in. Europe 
or the UK. The first published British Study on the 
topic emerged in 1998 (Turton, 1998). Turton (1998) 
surveyed patients (18) and their partners (18) and 
nurses who cared for them (18). The CPLNI was used 
to collect data. Findings revealed that lifestyle factors 
ranked first for both nurses and patients, while part­ 
ners results ranked symptom management number 
one. Both categories were the two most important cat­ 
egories of information for both the patient/partner 
and nurse groups.
Based on rank ordering of the results, Turton (1998) 
concluded that there were little differences between 
nurse and patient groups, unlike previous studies. 
Two categories revealed significant differences 
between nurse and patient groups: activities and drug 
information, which patients viewed as being of lesser 
importance. Differences in responses to individual 
items were not compared, although graphical repre­ 
sentation of the differences in ranking of the least 
important items was used to visually compare differ­ 
ences in responses. Differences that emerged here 
were more emphasis on resuming sexual activity by
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muses (of least importance to patients). Two other 
USA studies using the CPLNI had also emerged at this 
time (Ashton, 1997; Czar and Engler, 1997). Ashton 
(1997), using a sample of 121 patients, compared men, 
and women's information needs, with no significant 
differences emerging. When rank order was consid­ 
ered, both men and "women rated risk factors and 
medications as most important
Later, Hughes (2000) (UK) explored the self- 
perceived information needs of 31 patients post myo- 
cardial infarction. Concerned with the reliability of the 
CPLNL which had hitherto relied upon internal con­ 
sistency as a measure of reliability, Hughes adminis­ 
tered both the CPLNI and an adaptation of this 
instrument [Information Needs Inventory for Patients 
Post-Myocardial Infarction (INIPPI)] to perform a test- 
re-test comparing the results of both. Risk factors 
emerged as priority information need from both que­ 
stionnaires. Hughes (2000), committed to the notion 
of individualized need assessment, suggested this 
42-item questionnaire (INIPPI) as a possible tool for 
collecting this information from patients in CCU. 
However, this lengthy survey could be impractical for 
daily use in as it is cumbersome for both patients and 
staff, and also depends on high literacy levels. In addi­ 
tion, although claiming increased reliability, the corre­ 
lation coefficients differed only marginally between 
both tools used in the study.
Timrnins and Kaliszer (2003) used the CPLNI, as 
adapted by Turton (1998), to examine information 
needs of myocardial infarction patients in Ireland. One 
major finding of the study was that the scales within 
the questionnaire were found to be extremely non- 
discrirninating and highly skewed towards 'very 
importanf. Nurse and patient responses were only 
somewhat different. Three statements, all in the 'Phys­ 
ical activity1 category, accounted for this difference. 
These were statements 24 (when to resume driving), 
27 (when to resume sexual activity) and 28 (when to 
resume work). The mean score of 'Symptom manage­ 
ment' significantly exceeded the mean scores of all the 
other categories. There was agreement between the 
patients and all nurses combined in ranking the cate­ 
gory Symptom management, first, and ranking highly 
(at rank 2 or 3) the categories Medication information 
and Lifestyle factors. The study revealed that the over­ 
all patient mean scores were lower than the corres­ 
ponding nurse mean scores.
Consistent findings from these studies indicate that 
patient information needs to be provided on areas that 
are vital to patient survival and ongoing control of 
symptoms. 'What to do about chest pain' and 'the 
signs and symptoms of a heart attacked' received high 
scores from patients across studies. More recently, the
category symptom management emerged as a priority 
area. The importance of medication information to 
patients varied between studies and over time for 
individuals. It is also reportedly more importance in 
recent studies. In general, diet and activity were rated 
of lower importance by patients than other items, and 
nurses generally scored these items higher. Resuming 
sexual activity was an information area scored low by 
all patients throughout the recovery period. Although 
this •was raled of higher importance by many nurses. 
This supports Chan's (1990) view regarding in- 
hospital education for this population, that '...it 
would be wise to concentrate energy on content cent­ 
ral to survival.,.'.
CCU education programmes should be concerned 
with providing practical information to patients, 
based on what they perceive, or may be taught to 
perceive, as crucial to survival and well-being. Of 
interest to note the most recent studies to use the CPLNI, 
Turton (1998) and Timrnins and Kalizser (2003) found 
increasing congruency between nurse and patient 
groups perhaps reflecting an increased public under­ 
standing and knowledge of the importance of their 
role and responsibilities in their recovery. Scott and 
Thompson (2003) recently commented on perceived 
increase in public awareness since the early studies of 
cardiac information needs with today's patients 
regarded as 'more active, assertive consumers of 
health care'. The emergence of symptom management 
as a top priority for both nurses and patients is par­ 
tially responsible for this congruence thus indicating 
perhaps that we are as nurses gaining a better under­ 
standing of what it is patients need to know. How­ 
ever, it could simply be that a change in the CPLNI 
(addition of symptom management and substitution 
of the term risk factor) yielded more accurate results. 
This reflects one methodological issue associated with 
CPLNI use.
There are other methodological issues that warrant 
discussion. As highlighted, the CPLNI predominates 
as a data collection tool in this area. The use of largely 
quantitative methodology has meant an emerging 
positivistic body of knowledge emphasizing measure­ 
ment of needs rather than true expression of patient 
need. These tools have also been primarily driven and 
devised by professionals with little consideration of 
patients' views (Scott and Thompson, 2003). There is 
also concern about the discriminatory ability of meas­ 
urement scales (Timrndns and Kalizser, 2003) reliabil­ 
ity (Hughes, 2000) and the stem question 'I need to 
know' (Hughes, 2000). However, despite these limita­ 
tions, many of the emerging needs are also supported 
in other studies using both quantitative (Moynihan, 
1984; Jaarsma etal., 1995; Oterhals etol., 2005) and
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qualitative methods (Thompson et al, 1995; Roebuck 
etal., 2001; Wiles and Kinmonth, 2001; Gambling, 
2003; Hansseen etal., 2005). Hughes (2000) adapted 
instrument demonstrated only a marginal improve­ 
ment in test-re-test reliability, and similar overall find­ 
ings emerged.
Many studies that utilized the CPLNI tended to 
emphasize and draw out supposed variations 
between nurse and patient views, when in reality 
items were all viewed as important. The differences 
reported were often spurious, derived from rank 
ordering of the means mean values, which is often not 
a true reflection of the prioritization of items as (a) the 
respondents did not prioritize these items and (b) 
there were little overall differences between the means 
in the ranking. In general, the results of previous stud­ 
ies on the topic revealed that all categories and items 
within the CPLNI to be important for learning for both 
nurses and patients
There are difficulties with interpretation that 
require explanation. Areas possibly perceived as less 
important by patients could be attributed to lack of 
patients' recognition and understanding of what is 
important for them to leam. Medication advice, 
although it doesn't come out strongly as a patient pri­ 
ority, must be recognized as a nursing need. Patients 
clearly need advice and explanation in this area; in 
Jaarsma etal., (1995) study more than half of the 
patients discharged suffered effects of treatment post 
discharge, and 23% of patients required further 
information in the area of medications. What may be 
required during assessment of needs in this area is 
negotiation with the patient to ensure that the nurse's 
need to provide crucial information is addressed. 
Although medications are a nurse priority, individual 
patient assessment may reveal that some patients 
actually require little information as a result of prior 
knowledge, whereas others may require a lot of sup­ 
port to achieve knowledge and understanding. None­ 
theless, it is important to remember to avoid routine 
information giving in this area. Patients and spouses 
in Mclean's (2005) study were strongly opposed to the 
'check Esf approached experienced in the hospital. 
Patients and spouses felt that nurses had a list of items 
to report not all of which was relevant to them. People 
who for example didn't drive expressed a desire not to 
have received information on this area.
To overcome these issues requires is an initial indi­ 
vidual identification of patient perceived information 
need, based upon an evidence-based menu that may 
be merged with perceived nurse need, through negoti­ 
ation- European and American guidelines on the topic 
(De Backer et al., 2003) suggested patients with estab­ 
lished coronary artery disease should be actively
encouraged to manage their lifestyle to reduce their 
risk of fatal coronary (or cardiovascular) event. This 
included risk factor management (smoking, obesity, 
diet, elevated cholesterol, diabetes and lack of exer­ 
cise) and correct taking of medication. This implies 
that regardless of individual patient needs, and the 
debate about medico-educative approaches and posi- 
tivistic notions of health, there is a professional 
responsibility to educate and inform patients appro­ 
priately regarding their condition as identified in the 
National Nursing and Midwifery Council (2004) code 
of conduct.
Nurses working -with coronary care or recovery 
wards, by virtue of their close contact and time spent 
with patients, are in a prime position to impart 
information to patients with CHD recovering from 
acute events (Mirka, 1994). However, the approach to 
information giving is not uniform across hospital set­ 
tings, and there are wide varieties in practice (Thomas, 
2001). Little reference to this practice exists in the pub­ 
lished literature, and there are wide varieties of 
approaches that are not uniform on an international or 
national basis (Jowert and Thompson, 2000). Anecdo- 
tally, the extent of information giving is often depend­ 
ent upon the style of the individual nurse or the ethos 
of the CCU in question (Thomas, 2001). Despite the 
current emphasis on individualized cardiac patient 
education both in the hospital and post-discharge 
phase, many patients and families report information 
deficits following acute cardiac events (Jaarsma et al., 
1995; Webster et al., 2002; Gambling, 2003; Scott and 
Thompson, 2003; Hanssen et al., 2005). The approach 
used by nurses is inconsistent and lacks cohesive 
direction and information is given, often based on 
what nurses think patients need to know, rather than on 
the patients actual information needs (Scott and 
Thompson, 2003).
There is also a debate as to whether the nurse is the 
'preferred informant' in the hospital setting (Scott and 
Thompson, 2003). That latter review suggested that 
patients preferred to receive information from medical 
staff, however, the authors noted that this may be due 
in part to a lack of emphasis by nurses upon the 
importance of the information. Over the past 20 years, 
nurses have been increasingly recognized as inform­ 
ants and educators (Close, 1988; Scott and Thompson, 
2003). Contemporary conceptual models of nursing 
such as Orem (2001) view the supportive educative 
role as crucial and central to the nurse's role. The sup­ 
portive educative nature of cardiac nursing within this 
framework has further been elucidated and validated 
(Jaarsma et al., 1998; Jaarsma, 1999).
Regardless of the debate that may exist regarding 
who is best placed to provide information to patients.
© 2005 British Association of Critical Care Nurses, Nursing in Critical Care 2005 • Vd 10 No 4
Project One Information Needs of Myocardial Infarction Patients Section B 202
Information needs for acute coronary syndromes patients
a challenge exists for all those involved in health care 
in the delivery of quality information to patients in an 
era of concerns about cost effectiveness and shorter 
hospital stay. Placing education and information gjv- 
ing high on the health agenda is a struggle for all those 
involved in health care (Skelton, 2001). Studies 
consistently indicate that specific information needs 
exist for hospitalized patients with CHD (Geraid and 
Peterson, 1984; Karlik and Yarcheski, 1987; Wingate, 
1990; Chan, 1990; Ashton, 1997; Turton, 1998; Hughes, 
2000; Tirnmins and Kaliszer, 2003) which often differs 
from that which nurses perceive the patient requires 
(Geraid and Peterson, 1984; Karlik and Yarcheski, 
1987; Turton, 1998; Tirnmins and Kaliszer, 2003).
Recent studies indicate that the information that 
patients receive is often insufficient to meet their own 
or their family needs (Gambling, 2003; Scott and 
Thompson, 2003 Alm-Roijer et al., 2004; Hanssen et at., 
2005; Oterhals etal, 2005). In the absence of clear 
guidelines, many patients use their own lay views to 
make decisions about lifestyle and recovery in this 
period (Gambling, 2003; Hanssen et al., 2005). Many of 
these are misguided, and the provision of information 
within the hospital setting by nurses would serve to 
address this.
A recent study in Norway, Oterhals et cd. (2005), 
reported that 'it is necessary to examine the current 
provision of in-hospital information and education to 
AMI patients. Patients want and need more informa­ 
tion at discharge, especially about medication and 
problems that they may face after returning home'. 
The NSF (Department of Health, 2000) advocated an 
approach to cardiac care that is patient centred. 
Patient centred care 'seeks to elicit and satisfy those 
needs which patients express themselves, and sees 
this as the first step towards encouraging patients to 
take greater control over there own health' (Skelton, 
2001). Thus effective needs analysis is an emerging 
priority.
Identification of information needs
Patients in all studies reviewed expressed inform­ 
ation needs (Gerard and Peterson, 1984; KarHk and 
Yarcheski, 1987; Chan, 1990; Wingate, 1990; Ashton, 
1997; Turton, 1998; Hughes, 2000; Tirnrruns and 
Kaliszer, 2003). Nurses also recognized the existence 
of specific information needs. In addition, there is an 
incumbent professional responsibility to provide 
information. The question remains as to whether these 
responsibilities can be met while at the same time pro­ 
viding an approach that is needs based and individu­ 
alized. In what context therefore and under what 
circumstances should nurse/patient negotiated needs 
assessment take place? In the context of nurses' time
constraints and short hospital stays, this presents a great 
challenge.
The notion of developing a tool to assess patient 
information needs clearly emerges from the literature; 
however, there are little existent practical guidelines 
for CCU nurses in this area. Recent authors (Hughes, 
2000; Scott and Thompson, 2003) suggested that the 
CPLNI or a similar tool could be used for this purpose. 
However, it's design makes it too cumbersome for 
daily use in practice areas. Scott and Thompson (2003) 
suggested individual patient interviews, rather than a 
survey approach, which is an interesting concept. This 
open interview method was successfully used in the 
USA for risk general risk factor screening (Priest and 
Speller 1991; Williams, 1999) and smoking cessation 
(Kristeller, 1999). This approach is also patient cen­ 
tred. The use of patient interviews is not necessarily a 
new phenomenon for CCU nurses, who spend quite a 
considerable amount of time closely assessing patients 
and collecting patient information. It is of course a 
challenge to those units who are time and resource 
limited.
A significant body of knowledge has developed 
with regard to the information needs of myocardial 
infarction, and despite limitations the repeat use of the 
CPLNI strengthens and validates the findings (Scott 
and Thompson, 2003). Scott and Thompson (2003) per­ 
formed a systematic review of this area and concluded 
that repeat use of this instrument allowed for good 
collation of data for interpretation in practice, whereas 
ad hoc use of other instruments were more difficult to 
interpret. However, an obvious omission from studies 
on the topic, the aforementioned systematic review 
and other literature on the topic are realistic recom­ 
mendations on how to move this area forward. Rec­ 
ommendations included further research (Wang, 1994; 
Karlik and Yarcheski, 1987; Ashton, 1997) developing 
an instrument to identify individual patient needs 
(Wingate, 1990; Hughes, 2000; Scott and Thompson, 
2003) individualizing teaching based on priority 
learning needs identified in the studies (Gerard and 
Peterson, 1984; Wingate, 1990; Chan, 1990; Czar and 
Engler, 1997).
Although, Scott and Thompson (2003) in their 
review •were inclined to reject the results of these stud­ 
ies due to an over reliance on the positivistic 
approach, suggesting instead an open ended inter­ 
view' with each client to assess needs, an alternative 
view would be that valuable information exists within 
this research that needs to be adapted and used in 
practice. Focusing teaching solely on specific catego­ 
ries that are reported patient priorities (as suggested 
by some authors) is not a recommendation that this 
author puts forward. Firstly, as previously mentioned
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the rank ordering of mean results creating a false 
impression of level of importance of items that didn't 
reflect the magnitude of response. Secondly, priorities 
may vary between patient groups and as Scott and 
Thompson (2003) point out. Timmins and Kaliszer 
(2003) recommend that all categories of the CPLNI 
(orientation to CCU, medication, risk factors/lifestyle 
factors, activity, diet and psychological factors) are 
regarded as important and should form a component 
of a teaching strategy within CCU. These items were 
regarded as at least somewhat important in all studies. 
Recent qualitative studies also suggest that patients 
require information in all of these areas (Thompson 
et al, 1995; Roebuck et al, 2001; Gambling, 2003). Of 
interest to note is that in these studies patients often 
only became aware of their information needs in the 
post-discharge phase. Therefore, nurses neglecting 
patient needs outright when in hospital, simply 
because the patient doesn't appear to want to know or 
need to know, maybe irresponsible. Or it may be that 
they are unable to absorb the information during their 
hospital due to post-traumatic stress or other negative 
psychological responses to their illness, which may 
impair cognition.
In response to these dilemmas, Timmins (2005b) 
suggested the use of a short documented assessment 
interview to establish patient/spouse needs across 
eight key areas (introduction to the CCU/ward, diet, 
medication, physical activity, psychological factors, 
anatomy and physiology and symptom management 
and miscellaneous) while allowing individual 
responses. Readiness to learn, physiological recovery, 
socio-econcomic factors and intellectual capacity, 
beliefs about health and stage of change are also 
assessed and documented. This information is used to 
negotiate and plan patient teaching through support­ 
ive educative nursing care. Thus both patient and 
nurses' needs may be addressed in the planned care. 
This would also facilitate an examination of patients 
understanding of their condition and recovery (Wiles 
and Kinmonth, 2001). Individuals who are deemed 
not to be ready or able to receive information may be 
identified and targeted for additional support in the 
post-discharge phase. Nurse led services, web based 
and telephone support are particularly useful in this 
period.
Conflicting priorities and needs
What emerges from the discussion is that a natural 
conflict exists between nurse and patient priority 
information needs among this population. There is 
agreement that pertinent topics; such as introduction 
to the CCU, diet, medication, physical activity, psy­ 
chological factors, anatomy and physiology and
symptom management are important for patients to 
know about during their stay in CCU and during all 
phases of recovery. No study reported these as 
unimportant
The conflict that emerges echoes Endacott (1997) 
findings. She highlighted the underlining 'central ten­ 
sion of perception of need' (emphasis authors own). 
She posed the question 'whose needs are they?', and 
further questioned whether needs are invalidated if 
the patient rather than the professional identifies 
them. Within the literature on patients with CHD fur­ 
ther conflicts arise.
Scott and Thompson (2003), who examined the liter­ 
ature on the topic with a particular emphasis on the 
CPLNI, due to the consistency of it's use, drew atten­ 
tion to several criticisms of this instrument and the 
knowledge that has developed as a result. They 
suggested that the use of a survey instrument 
designed and validated by health professionals pro­ 
vided a 'distorted view of patients' real concerns and 
priorities. They also noted an absence of patient 
involvement in the tool's development, suggesting 
that a new measurement tool should be devised based 
on systematic review, qualitative research and 
involvement of patients and experts in the area.
Notably absent from this review (Scott and 
Thompson, 2003) and others Mirka (1994), Wang 
(1994) and all studies that examined cardiac patient 
information/learning/educational needs using the 
CPLNI (Gerard and Peterson, 1984; Karlik and 
Yarcheski, 1987; Chan, 1990; Wingate, 1990; Ashton, 
1997; Turton. 1998; Hughes, 2000) or other instru­ 
ments (Casey et al., 1984; Moynihan, 1984) was either 
an operational definition or simple explanation of the 
concept under scrutiny. While there is agreement 
that cardiac patients, in particular those with CHD, 
should have individualized teaching based on assess­ 
ment of information/learning/educational needs, 
there is no clear explanation of precisely what this is. 
Despite the general agreement of the importance of 
these needs as the basis for individualized teaching, 
and the proliferation of literature on the topic, there 
is evidence that the concept is vague within the liter­ 
ature and that there is in fact, little agreement on a 
conceptual definition.
An exact definition of information needs is difficult 
to extrapolate from the literature with no clear defini­ 
tions or consensus upon terminology emerging. In 
order to address the existent conflicts; namely whether 
information needs be solely patient or nurse derived 
or negotiated by both, the next logical step in know­ 
ledge development in this area is to further synthesize 
and derive meaning form the body of literature in this 
area by defining the critical attributes or essence of
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information need through concept analysis. Using 
Rodgers' (2000) evolutionary approach to concept ana­ 
lysis, Timmins (2005b) recently provided greater clar­ 
ity on this area, in order to more fully inform practice.
The sampled literature revealed a number of themes 
that enabled the identification of attributes. Analysis 
of the literature in the disciplines of nursing, medicine 
and education did not reveal an information need to 
be a gap or deficit in knowledge. The Oxford English 
Reference Dictionary definition: information (some­ 
thing told); need (to want); was more fitting to the 
analysis. Consistently, information needs referred to 
items that individuals wanted to be told about Very 
often this manifested through questions posed to pro­ 
fessional staff. These perceived needs were subjective 
and in contrast to an actual knowledge deficit that 
could be subjectively measured.
Information seeking behaviour occurred as a 
response to a stimulus that was perceived as either a 
challenge or a threat. The analysis revealed informa­ 
tion seeking behaviour as a coping mechanism 
(Lazarus and Folkman, 1984). The provision of 
information by professionals was directed by a need 
to protect individuals from harm (anxiety, stress and 
worry) and to enhance their experiences in a positive 
way. Information need emerged as a patient expressed 
want or desire for information to be shared by profes­ 
sionals using appropriate communication skills to 
assist the individual to cope effectively with the chal­ 
lenge or threat, rather than to address an existent 
knowledge gap.
CONCLUSION
The unique contribution of the hospital-based nurses 
to provide information, as part of a multi-disciplinary 
team, to the recovery phase following acute CHD 
events is not explicit. Indeed Scott and Thompson 
(2003) suggested that nurses themselves undervalue 
this role. Furthermore, although nurses are postulated 
to have clear role in information provision and educa­ 
tion to patients (Orem 2001; Kiger, 2004) specific con­ 
tributions of individual team members within the 
multi-disciplinary health care team or 'key providers' 
of education remain elusive (Skelton, 2001).
Nevertheless, typically, in a CCU, information giv­ 
ing usually focuses on orientation to the environment, 
explanation of procedures and explanation of the 
underlying condition (Jowett and Thompson, 2000). 
Once the acute phase of illness subsides, information 
concentrates upon improving the patient's under­ 
standing of their condition, physical recovery require­ 
ments and the important role that medication may 
play in their recovery (such as taking medication regu­ 
larly and accurately) (Jowett and Thompson, 2000).
Improvement in lifestyle is another essential area of 
concern for nurses (Wiles and Kinmonth, 2001), as 
improvements to patient lifestyle can reduce their 
likelihood of further fatal events and enhance their 
well-being in general (De Backer et al., 2003).
Empirical evidence exists suggesting that lifestyle 
modification and adherence to prescribed medications 
improves patient outcome (De Backer et al., 2003). This 
predominant concent with educating patients about 
lifestyle and risk factor management resonates within 
the literature (De Backer etal, 2003; Department of 
Health, 2004) and although valid, opposes current 
notions of patient centred and empowerment 
approaches to health. Skelton (2001) suggested that 
this 'medico-centred' model of education focuses on 
compliance, adherence, behaviour change, patient 
passivity, dependence and professionally determined 
needs. Whereas 'patient-centred' education encour­ 
ages autonomy, patient participation, planning with 
patients and derives patients own needs (Skelton, 
2001). Medico-centred education emerged as a priority 
in many studies that examined nurses' perception of 
CHD patient needs.
Although the nature of their condition and the short 
length of stay may negate against formalized educa­ 
tion, this paper emphasizes the need to provide 
information to patients on a need to know basis. 
Although individualistic, certain trends and patterns 
emerge among patient groups and, given the consist­ 
ent findings of previous studies on the topic, it would 
appear relevant to structure an information need 
assessment around the eight key areas (introduction to 
the CCU/ward, diet, medication, physical activity, 
psychological factors, anatomy and physiology and 
symptom management and miscellaneous) with incor­ 
poration of individual patient preferences and negoti­ 
ation and agreement of patient and nurse priorities. 
This information may be backed up by written 
information or newer technologies (Skelton, 2001) and 
supported by nurse led services or telephone support 
where available (Hanssen etal., 2005) study. Thus 
fundamental and basic information that can be deliv­ 
ered in the hospital can reinforced during later phases 
of recovery. Good nurse/patient communication is 
essential throughout the process (Timmins, 2005b). 
The primary focus of information giving is assisting 
the individual and family to cope with the very chal­ 
lenging events that hospital admission represents. The 
importance of this communication and negotiated 
information provision that challenges the patients 
understanding of events (Wiles and Kinmonth, 2001) 
cannot be underestimated to assist patients and their 
families to cope with the critical period of admission 
and subsequent recovery.
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WHAT IS KNOWN ABOUT THIS TOPIC
• Cardiovascular disease is a major cause of death in the UK and accounts for 39% of all deaths (British Heart Foundation, 2004)
• New and improved service provision for patients with myocardial infarction have significantly altered the hospital experience for 
many including shorter hospital stays
• Patient centredness, needs assessment and patient empowerment are prevalent themes in current UK health policy
• Patients leaving hospital following acute coronary events often report information deficits
WHAT THIS PAPER ADDS
• It is highlighted within the paper that while clarity exists for many nurse roles in relation to the education of patients, following 
acute CHD events the potentially unique contribution of the hospital-based nurses, to provide information; as part of a multi-dis­ 
ciplinary team to the recovery phase following is not explicit
s It is also identified that while there is a strong impetus in practice to provide information to patients on a need to know basis dif-
: ficulties with this trajectory
• A new paradigm emerges in this area. Although traditionally positioned within an educative framework, the primary focus of 
information giving is assisting the individual and family to cope with the very challenging events that hospital admission represents
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Abstract
Background: Identifying information needs is frequently espoused in textbooks, policy documents and
reports of research studies; provision of health care is also now described as 'needs-based', rather than
'service-based'. Yet, there is little understanding or clear definitions of this construct in the literature on the
topic.
Aim: The purpose of this paper is to explore the concept of information need, using concept analysis, with
the aim of providing greater clarity,
9
Method: Rodgers' evolutionary approach to concept analysis was used to identify common attributes,
antecedents and consequences, of the term 'information need'.
Results: Information need emerged as a want or desire for information to be shared by professionals using
appropriate communication skills. Information seeking behaviour manifests in individuals as a response to a
stimulus that is perceived as either a challenge or a threat.
Conclusion: This attempt to provide a greater clarification of the term was prompted by the ubiquitous use
of the term with little consistent definition. It is hoped that this conceptual clarification will guide further
study in this area, particularly in relation to the subjective nature of contemporary information needs and its
role in coping behaviours of individuals and groups.
Keywords: Information needs, concept analysis.
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Introduction
i 
Wilson-Barnett was one of the earliest writers who expounded in-hospital patient education from a nursing
2
perspective. This heralded a concern with the health care information that clients require. Later humanism
3
and Knowles theory of Andragogy yielded a consideration of the individualistic nature of learning. Rather 
than a broad assumption that all individuals learn in a similar manner, academics began to consider that for 
teaching to be successful, individual human factors need consideration. Thus the notion of individual
2
motivation to learn such as self-concept, self-esteem became popular. Rogers suggested that rather than 
acting as authority figures, educators should facilitate learning through the understanding,
3
acknowledgement and consideration of unique motivations. Knowles theory of Andragogy emphasised, 
like humanism, the individual nature of learning, in particular, highlighting that an individual needs to be
3
ready to learn. Knowles suggested that adults are capable of being self-directed in their own learning and
2 3
can diagnose their own learning needs. Both humanism and Knowles theory of Andragogy enjoyed 
popularity in nursing settings, with an increasing trend over the past 20 years of attempting to diagnose 
individual client needs.
This needs-based approach was also influenced by international trends. Following the Alma Ata declaration
4
in 1978 and subsequent targets for health published by the World Health Organisation , a reorientation 
towards promoting healthy lifestyles occurred in international health care. Health promotion initiatives were 
adopted in many countries and continue as a predominant paradigm in current health care practice. 
Influential aspects of these developments were the recognition of the important role of the nurse in health
5
promotion and needs based health promotion programs . The provision of information by nurses in 
responses to the analysis of clients individual information needs is an ever-expanding task that crosses the
6, 7, and 8
boundaries of all aspects of nursing care
'Information need' has become a widely used term and yet there has been little exploration of this construct. 
Furthermore, the terms educational need and learning need are used interchangeably with this term with no 
consistency of term use. Thus the literature abounds with studies that examine the information needs from 
the clients and family perspective.
The aim of this paper is to develop an understanding of the concept of information need, its consequences, 
antecedents and model case through the use of Rodgers9 framework.
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Search Methods
Literature from an interdisciplinary context was examined, utilizing three electronic databases: CINAHL © 
(PROQUEST ©); pubmed ©; and ERIC©. Key words used were: information needs, learning needs and 
educational needs. The search period was from 1997-2004 (inclusive). Using a combination of search terms 
information needs, learning needs and educational needs yielded over 400,000 citations, when identified as 
key words, therefore the search was limited to title only. This limitation upon the search not only made the 
amount of literature more manageable, it provided papers that specifically addressed these areas, rather than 
simply referring to it within paper. There are no recommendations for optimum search fields, and this detail
9
is often omitted in published analyses. However, Rodgers does recommend limiting the search field in the
10 
presence of a "sizeable volume of literature" (p. 105) and choosing search fields in response to the volume
11 
of literature present . The search period was from 1997-2004 (inclusive). This was chosen to coincide with
the date of a previous concept analysis of the term need, which examined relevant literature on the topic
12
and also to present an analysis that is contemporary and contextual, which is in keeping with the chosen
u 
model. Rodgers indicates that a full sweep of the literature is not always required, using the evolutionary
approach and advocates a restricting timeframe to allow a manageable selection of literature. The use of an 
appropriate rationale for restricting the literature timeframe in this analysis provides additional rigor to the
process . This final search uncovered 320 items. A 20% selection was used for the final sample so that the
13
sample was sufficiently large to allow consensus to emerge . Seven of these were not applicable to the 
topic, and all other articles were relevant and included in the analysis (n=90).
Concept analysis
14
Concept analysis is a means of clarifying or refining a concept . It consists of synthesising the existing
15
views of a concept in order to distinguish it from other concepts . Concept development is recognised as a
15
"significant form of enquiry to expand and develop the knowledge base of nursing.."(p3) . It may be used,
15
as in this case, to "tackle empirical concerns.." and to ".resolve conceptual barriers to progress" .."(p3) .
16
An important feature of concept development is the notion of context . This notion of concepts being 
context dependent and potentially changeable over time has particular relevance for the term 'information 
need'. This term has been used widely in the literature for over 20 years and is likely not only to have
9
changed but also to be socially and contextually bound. Context is fundamental to Rodgers' evolutionary
9
method of concept development. Many authors who espouse this method of concept analysis in the
12, 17, 18
examination of nursing phenomenon highlighted its ease of use, and explicit guidelines, particularly 
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in the area of obtaining data. The rigorous sampling method suggested is another positive aspect that
15, 16 12 17 19
reduces bias . Both Endacott and Elcock favoured this approach over the Walker and Avant model
20
due to the qualitative rather than quantitative approach to data analysis and lack of necessity for
12,17
construction of additional cases . For this present analysis, it provided a useful framework that had an 
explicit logical process. The evolutionary approach was useful in identifying a concept that is used among
9
many disciplines and may have varied over time according to changing trends. Rodgers described eight 
activity requirements of the process (Table 1) that were used to guide the analysis. The aim of this analysis 
was to provide researchers and health care professionals with a clearer understanding of the term 
'information need' so that its use may be fully operated in practice. It also aimed to provide future 
researchers with a conceptual definition that would hopefully contribute to developing a consistent and 
cohesive knowledge base in this area.
1. Identify the concept of interest and associated expressions (including surrogate 
terms)
2. Identify and select an appropriate realm (setting and sample) for data collection
3. Collect data relevant to identify:
a. The attributes of the concept
b. The contextual basis of the concept, including interdisciplinary, socio 
cultural, and temporal (antecedent and consequential occurrences)
4. Analyze data regarding the above characteristics of the concept
5. Identify an exemplar of the concept, if appropriate
6. Identify implications, hypothesis, and implications for further development of the 
concept
9
Table 1 Activities required for evolutionary conceptual analysis 
Purposeful samples of works considered being landmark or classic were also included. This is in keeping
11 18
with Rodger's and Cowle and Rodgers recommendations. For this study, these key texts were identified 
through a review of the citations in the articles selected from each database. The most frequently cited 
references were selected to comprise this sample of classics. This included works by Lazarus and Folkman
21 22
and Ley . There was a noticeably limited array of textbooks referenced within the cohorts, and very little 
consistency of cross-referencing. There was also a striking absence of theoretical frameworks underpinning 
many of the studies. There were many investigations of information, learning and educational needs without
3
reference to any formal definition of the concept. Knowles as referred to in two papers in the nursing 
collection (CINAHL) but as no reference was made to this work in the other collections, it was not
18
included. This coincided with Cowles and Rodgers of selection using this technique. One paper in the 
medical literature (pubmed ©) and three within the nursing collection (CINAHL ©) cited Folkman and
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Lazarus's (1984) work. One paper within pubmed © and two within CINAHL © referred to Ley's (1988) 
work. These works were then selected as key texts to inform the analysis.
is 
The analysis was carried out in an inductive, thematic manner similar to thematic content analysis . All
papers were read and reread and emerging definitions related to the concept were identified. Word labels 
were selected to provide clear descriptions of each definition, using actual words obtained from the data 
when appropriate. These definitions were later broken down into major emerging definitions that served to 
define the attributes of the concept. Through this process, antecedents, consequences, references, surrogate 
terms and related concepts were identified.
Conceptual components of information need
The first and most obvious finding of the study was the lack of consistent definition of the concept 
under consideration within the literature studied. Furthermore, the terms 'information', 'learning' and 
'educational' needs were used interchangeably. Few authors provided an actual definition of these terms. 
Information needs of clients, their families and health care professionals were under scrutiny in many 
papers.
Antecedents of the concept of information need
Antecedents are those events that take place prior to the occurrence of the concept. In order for an 
information need to arise in a person, there needs to be an individual reaction to a stimulus. This stimulus
21
can be due to major life changes, other events or life threatening or incapacitating illness . These can be 
perceived (appraised by the individual) as a challenge or a threat, depending upon novelty (previous
21
experience), timing in life and level of uncertainty or unpredictability about the event . In response to
events individuals display two major coping mechanisms: managing the problem (problem-focused coping)
21 
and regulating their response (emotion-focused coping) . Problem-focused coping includes seeking
information, trying to get help, inhibiting action and taking direct action. It is this information seeking that
21
creates the information need. Lazarus and Folkman , identified information seeking as the most frequent 
method used to cope with stressful event about which information is limited. Many papers explicitly
21
referred to Lazarus and Folkmans' work. The majority of other papers made reference to the anxiety, 
stress, concerns and worries and challenges faced by clients and families. Information needs are therefore 
individual to a person and a natural occurrence spurned on by a major life event. They exist primarily to 
assist the individual to cope with the event.
Attributes of the concept of information need
Attributes relate to recurrent characteristics of a concept within the literature. They help to differentiate the
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concept from others. Analysis of the literature revealed an information need to be a personal item about 
which individuals required information. They occur as a result of the individual's natural coping 
mechanism, whereby they seek out information in response to a problem focused approach. The information 
received helps them to adapt to their situation. These needs were identified as unique to individuals and 
subjective in nature. These information needs are not necessarily related to knowledge of events, treatment 
modalities or causes and could be idiosyncratic in nature. Thus information needs are personal expressed 
needs of the client/family/nurse for specific condition related information. Information needs are therefore 
expressed needs, rather than that normative (defined by the professional).
Information needs are often expressed as questions posed to health care professionals. Indeed the highest-
6
ranking item in Nikoletti et al's study of family needs was having "questions answered honestly". 
Information needs of clients can be satisfactorily addressed through the provision of information that is 
facilitated by health professionals. Findings consistently revealed that although written information, 
information technology and other sources of information were useful, clients and families favoured 
information regarding their concerns to emanate from a trained professional using effective communication 
skills. Similarly, use of other sources of information required the support, guidance and direction of a 
trained professional in order for it to be beneficial. Information needs of clients and families were 
commonly measured using a variety of survey based needs assessment tools, focus groups or interviews. 
These ascertained what individuals and groups needed to know about a particular a specific range of topics 
with which they were presented. Information needs were often used as the basis for information provision in 
the health care context.
References of the concept of information need
Identification of references clarifies the range of events situations or problems over which application of a 
concept is considered to be appropriate. The term information need applies to individuals requiring health 
care, their families/care givers and nurses caring for them. It also applies to individuals and families who 
seek professional help for a wide range of human responses. This can also be applied to larger populations. 
This is evident within the domain of health care where groups within communities exhibit health 
information needs.
Consequences of the concept of information need
Consequences are events that occur as a result of the concept. These needs exist primarily to assist the 
individual to cope with the event. Through questioning and the receipt of information the satisfaction of 
these needs reduces stress and aids coping skills. Inaction with regard to information needs results in 
dissatisfaction with communication, increased levels of stress and difficulty with coping. As information 
needs are expressed needs, the coping of those clients who do not express a need for specific information
8
may be adversely affected if too much information is given .
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Related concepts
As noted previously, various terms were used interchangeably to express the concept of information needs. 
Learning needs and educational needs are presented as surrogates to the term information need. Although 
both of these terms appear to imply a deficit in knowledge requiring education and student learning, these 
terms were often used interchangeably within papers and referred to the measurement and exploration of 
perceived want for information, rather than a specific objective measurement of knowledge deficit. The 
review of the literature indicates the range of concepts related to need; these include assessment, timing, 
appropriateness and priority. These concepts are associated with need but do not share the same attributes; 
therefore they are separate concepts rather than surrogate terms for need.
Identification of an exemplar
An exemplar is a case that is identified by the researcher to provide a practical demonstration of the concept
in a relevant context. This aims to show the characteristics of the concept in the relevant context in order to
11 
enhance the clarity and effective application of the concept .
A 68-year-old lady is admitted to Coronary Care following with Acute Coronary Syndrome. This case 
incorporates all of the critical attributes of information need:
1. This situation represents a life threatening event
2. Coping with this situation may be facilitated by information seeking behaviour by both 
client and family
3. Questions are likely regarding condition and treatment
4. Communication facilitates information provision
5. The medical and nursing staff provide information about the environment, her condition 
and symptoms.
6. Client and family may express perceived information needs
7. Written information and other sources of information are likely to be useful, however 
information regarding their concerns is preferred primarily from both nursing and 
medical staff directly in person and support is required to utilise written and other 
materials.
Discussion
Consistent with Andragogy , the term 'information need' may be interpreted simply as what clients need to 
know. However, in its broadest sense it is used widely to represent a gap or deficit in client/ family 
knowledge that may be rectified by information and/or education provision. Through these analyses (the 
measurement of this gap in knowledge) and due to a bias towards providing information to clients that 
health care workers deem appropriate, health care staff largely directs the determination of what constitutes
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client information need. However, despite this ongoing attention to widespread information needs analysis 
and subsequent individualized needs-based information provision significant gaps remain in the reported
23, 24, 25
information that clients actually receive . Thus the identification of information needs, although 
involving clients, does not necessarily achieve its ultimate goal. Conceptual clarification was used therefore 
to attempt to address this issue. If nurses are more clear about what constitutes an information need then it is 
more likely that this can be appropriately addressed. From this analysis it appears that although nursing staff 
may rely heavily on normative need assessment, true information needs are those expressed spontaneously 
by the client/family to staff.
One reason for the reliance on normative need assessment is that nurses consistently aim to provide not only 
information, but to improve client knowledge that ultimately improves health outcomes. The information 
provided is thus value laden. It is not merely information provision but ultimately has an educational aim. 
Furthermore, the establishment of the client information needs within this context is also not value free. 
Although aiming to identify the information needs of clients in many studies, nurse researchers often
25,26
provide a list of items which staff wishes to teach clients about . Clients and families often identify their
26
information needs based on those lists that are provided. Scott and Thompson in their systematic review of 
studies that addressed information needs of post-myocardial infarction patients noted:
"To what extent do these findings reflect patients' real needs and concerns? Might they 
instead reflect an ideology of cardiac education that exerts a formative influence over patients 
as well as practitioners? The process of reading and responding to closed questionnaires.... 
must influence patients' apprehension and interpretation of their illness. What was formless 
becomes informed, categorised and itemised by the questionnaire. This priming effect casts a 
shadow of doubt over their responses as the authentic expression of their own concerns and 
needs. As Wittgenstein and other philosophers of language have observed, the answer is 
usually contained in the question. Following this principle, we should not be surprised when 
responses.. .generally reflect the interpretative frame that it presents"
Much of literature concerned with information needs assessment suggests formalised quantitative needs 
assessment as a component of professional care for appropriate individuals and groups. Scott and
26
Thompson further suggest that rather than the checklist approach to needs assessment, that an open style 
interview is used. This complies nicely with this current analysis, which revealed that information seeking 
by clients and their families prepares them to cope with a stressful event. Information needs are individual 
to a person and a natural occurrence spurned on by a major life event. The provision of an open style 
interview that asks clients and/or families what it is they need to know may be (albeit time consuming) an
27
appropriate way to allow them to express their needs. Interestingly McLean in a recent study of 
spouse/partner experiences of myocardial infarction noted that these family members did not respond 
positively to what they perceived as the checklist and routine approach to addressing their information
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needs. For this group, receiving information was perceived as support, assisting partners to cope with the 
illness of their spouse. This group desired a more personalised approach.
Conclusion
Despite a widespread acknowledgement that clients have individual needs and a long tradition of patient 
education in nursing, many recent studies suggest that clients often leave the health care situation under
23,24,25,26
informed . There is also a preoccupation within the literature with this area with little consistent 
theoretical or empirical use of the concept. Its definition has been overlooked in most studies on the topic 
and despite widespread talk about the concept, it is little understood, with wide variety of application. This
23
points to obvious conceptual problems as identified by Rodgers and Knafl (p.3) "..vague terminology, 
ambiguity regarding definitions...and inconsistencies among theories".
This conceptual clarification of the term may serve to enlighten a new understanding that could more fully 
inform both empirical data collection and health care practice. Rather than simply providing "..another
23
contribution to existing methods debates" (p.4) . This paper aimed to address issues facing clinicians in
23
this area. Rodgers (p. 18) suggests that "..a person can only be characterised as 'healthy' only if there is an 
absolute clear definition of the concept of healthy". Similarly, clinicians can only identify and address
clients information needs if they have a clear understanding of the term. Furthermore, without consensus of
11 
definitions, communication between professionals on the topic is restricted .
This analysis has identified common attributes, antecedents and consequences, of the term information 
need. This attempt to provide a greater clarification of the term was prompted by the ubiquitous use of the 
term with little consistent definition. It is hoped that this conceptual clarification will guide further study in 
this area, particularly in relation to the subjective nature of contemporary information needs and its role in 
coping behaviors of individuals and groups.
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12 23
In keeping with Endacott's concept analysis of the term need, 'a change in status' (p.3) was 
revealed for a need to exist. However attributes of this concept vary particularly in relation to the need 
for a value judgment: "its presence (need) confers responsibility to make good judgment..and an
12
evaluative notion (that is)..someone has to define them as needs". Endacott acknowledged the 
"central tension of perception of need" (emphasis authors own). She posed the question "whose needs 
are they?" and further questioned whether needs are invalidated if the patient rather than the 
professional identifies them. However, from this present analysis of information needs, it is very 
clearly the client/family's expressed needs that are paramount and critical attributes in this definition.
26
Interviews as proposed by Scott and Thompson are becoming increasingly popular methods of 
ascertaining patients' information needs. Indeed a distinct type of interview is used within cardiac 
rehabilitation settings in the USA to ascertain motivation towards lifestyle change known as
28, 29, 30 31
motivational or focused interview . Recent qualitative interviews conducted by Friis et al 
revealed interesting findings suggesting that a group of clients with myeloid leukaemia wanted very 
little information about medical diagnosis and "often said that they were given too much information". 
It was clearly illustrated that information overload about their condition in the early phases conflicted 
with their personal coping mechanisms. Qualitative interviews with clients appear to be the way
31
forward with regard to information needs. As Van Der Molen suggested:
"Unless people are specifically asked about information needs in areas other than their 
illness and treatment, health care professionals are likely to remain ignorant of them"
This could be supported by a local information provision mechanism that was flexible enough to allow 
clients and family to access information as their needs arise.
28 8
Families also have active information seeking behaviours and express the need for information and 
this is supported by the analysis. Information provision for families is a growing area of development
32
and needs to expand to all areas of nursing practice . The sometimes insular focus on clients and their 
information needs ought to be broadened to close family (not just spouse/partner) as appropriate as
27
although they may have expressed needs, like the spouses in McLean's study, there isn't always an 
appropriate avenue for these needs to be addressed. The need for information is all about coping with 
events. This coping is not confined to the client and all relevant family need to be supported in the 
appropriate way.
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Assertiveness is an important behaviour for today's professional nurse. As nurses move away 
from traditional subservient roles and perceived stereotypes it is increasingly being 
recognised that a nurse needs to behave in an assertive manner. Assertiveness is necessary for 
effective nurse/patient communication, and it fs suggested that its development may also aid 
the confidence of the profession as it develops. Assertive behaviour may be encouraged 
through educational methods. It is preferable that nurses receive this educational 
preparation during undergraduate programmes. Nurse educators have; an important role in 
the development and implementation of assertiveness training/education programmes for 
undergraduate nursing students. Little empirical evidence exists to support teaching in thjs 
area, however role-play is a concept that is suggested for the experiential^teaching"of 
communication/interpersonal skills in general. Using role-play as a central focus, and available 
literature oh the topic, a 3-hour assertiveness workshop is devised for undergraduate nursing 
students. This paper describes this workshop from the teacher's perspective and outlines 
student responses. The experience is both positive and enlightening. Nurse educators have an 
important role to play in the development of education programmes of this kind. The sharing 
of this experience allows educators to examine current practice and presents pathways for 
future empirical studies in this area. © 2002 Elsevier Science Ltd. All rights reserved.
Introduction
Castledine (1997, p. 234) has anecdotally 
expressed concern about the position of 
nursing within society.
"It is ambiguous, precarious and 
transitional and, in relation to medicine, 
it remains very much the underdog".
This statement reflects the view of many 
who perceive nursing to be as Farrell (2001, p. 
27J, described 'an oppressed discipline'. This 
author" suggested that nursing, being a largely 
female occupation is '.. .prey to sex role 
stereotyping by dominant males' (Farrell 2001, 
p. 27). He highlighted the fact that women in 
the workplace have traditionally been in more
vulnerable positions in relation to men, the 
power base lying firmly with the man. 
Nowhere is this so true, he contends, than in 
the nursing profession, where, citing Dargon 
(1999, p. 1) he suggested that nurses are dually 
oppressed: 'an oppression of gender and an 
oppression by medical dominance'.
Traditionally nurses have been taught to be 
acquiescent and submissive helpers of doctors 
(Slater 1990; Poroch & Mclntosh 1995). Over
' the years, the changing social status of women 
has been reflected in many developments and 
changes within .the nursing profession. Over 
the past 30 years, the influence of the feminist 
movement has resulted in more equal
•employment opportunities and participation
30 Nurse Education in Practice (2003) 3, 30-42 1471-5953/03/$ - see front matter O 2002 Elsevier Science Ltd. All rights reserved.
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in the workforce for women. Assertive 
behaviour has been an essential 
communication strategy for women in 
pursuing equality; however within the 
nursing profession which is a. predominantly 
female, nurses working on wards retain a 
submissive role and do not assert themselves 
well (Poroch & Mclntosh 1995). Poroch and 
Mclntosh (1995) identified barriers that 
prevent nurses from being assertive. These 
included a lack of knowledge about personal/ 
professional rights, concern about what others 
will think about their behaviour and anxiety 
due to a lack of confidence and poor 
self-esteem. This overriding concern 'with 
how others, the public and other health 
professionals, view assertive behaviour among 
nurses permeates throughout the literature. 
This belief may stem from nurses buying in to 
the stereotypical sex roles as described by 
Kanter (1979). If nurses' (women's) behaviour 
does not comply with either 'mother earth' - 
(nurturing and caring), 'seductress' or 'pef 
they are ".. .cast as the 'iron maiden' — tough 
dangerous and unfeminine" (Farrell 2001, 
p. 27).
Farrell (2001) was anxious to move beyond 
the oppression debate and recognised that 
these effects are not confined to oppressed 
groups, stating that men in nursing also feel 
oppressed and that '.. .doctors eat their young 
too' (Farrell 2001, p. 32). He stated that nursing 
does not need to confront the 'misogyny 
intrinsic to oppression' that 'shackles and 
v impedes nurses' (Dargon, 1999, p. 3), but 
rather focus on the 'practice of nursing itself 
and the role of the individual nurse...' (Farrell 
2001, p. 32). Indeed, the literature indicates 
(Gott, 1982; Faulkner & Maguire 1994; Crotty 
1985) that nurses do not communicate •well, 
even though effective communication is an 
integral part of the nurses' role (Peplau 1988; 
Seversten 1990; Briggs 1982; Macleod Clarke 
1985; Fosbinder 1994; Walczak & Absolon 
2001).
O'Mara (1995) suggested that nurses sense 
of inferiority and lack of assertiveness skills 
could possibly be picked up by the patient He 
questioned whether or not nurses are capable 
of empowering patients if they themselves are 
powerless. He contended that if the nurse is 
not assertive there might be inadequate nurse/
patient communication. Nurses play a vital 
communication role in the healthcare system. 
Advocacy and empowerment are central to 
this. O'Mara (1995) suggested that to empower 
their patients nurses need to be assertive. 
Although a dearth of empirical evidence exists 
regarding the assertiveness ability of nurses, 
and the benefit of assertive practice, the effects 
oppression as described by Farrell (2001), 
hierarchical abuse, clique formation, low self- 
esteem and aggression are unhealthy for both 
nurses and patients and clearly require 
assertive practices.
Assertiveness education and training can 
have beneficial effects on assertiveness 
practices. Providing this education to 
undergraduate students during their 
programme equips students to deal with 
oppressive atmospheres that may exist, relate 
well to patients and confront oppression issues. 
Assertiveness is an interpersonal behaviour 
that is defined as
"... that which attends to and informs 
others of one's own needs and feelings and 
sends the message to the other in such a 
way that neither person is belittled, put 
down or blamed" (Poritt 1990, p. 98)
Assertive behaviour is described as a person 
giving expression to his/her rights, thoughts, 
and feelings without denying the rights of 
others (Alberti and Emmons, 1986).
Bumard (1992) suggested that the 
hierarchical nature of nursing has often meant 
that nurses have not been encouraged to be 
assertive. Burnard (1992), a key author in 
communication, suggested that assertiveness 
training is a worthwhile consideration for 
practising nurses. Assertiveness, he suggested, 
means that a person can express his or her own 
wants and needs clearly, calmly, and 
appropriately. Whereas the aggressive person 
tends to argue and fight for needs. Bumard 
(1992) highlighted the need to encourage 
professional confidence. The only way, he 
suggested, is by each professional nurse 
reflecting on their own confidence level, and as 
life-long learners, it is important that 
assertiveness skills training is developed. He 
suggests that this is the pathway to further 
growth and development and can only be good 
for the profession.
Norse Education in Practice (2003) 3. 30^*2 31© 2002 Elsevier Science Ltd. All rights reserved.
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Implementing suitable teaching 
methodologies for interpersonal skills 
education and training is an ongoing challenge 
facing nurse educators, particularly where 
recent changes to nurse education have meant 
the advent of larger classes. Role-play is widely 
used, and although not empirically tested, its 
benefits have been outlined in the literature. 
Assertiveness training is included in the 
syllabus at many schools of nursing in Ireland 
and the United Kingdom (UK). There is no 
standardised format for the teaching of 
assertiveness or set hours for content to be 
taught. Currently in Ireland the national 
curriculum for diploma nurse education allows 
for the teaching of 30 h communication 
throughout the three years of training. The 
topic of assertiveness receives approximately 
6h during this time.
The aim of this paper is to explore possible 
approaches to the teaching of assertiveness to 
nursing students and to describe one teaching 
method. This teaching experience was valuable 
to both teachers and students and highlights 
not only the importance of learning about 
assertive behaviour but also the value of 
role-play as a teaching methodology. The 
paper also aims to explore the literature 
pertaining to assertiveness behaviour among 
nurses and outcomes of education and to use 
this literature to inform the subsequent use and 
reporting of assertiveness training.
The research literature
A paucity of recent literature exists that 
explores assertive behaviour in the clinical 
environment. A literature search using the 
cumulative index for nursing and allied health 
literature (ONAHL 1996-2001) using the key 
words assertiveness and assertiveness training 
revealed 83 citations. Manual searching of 
journals was also employed. Few studies were 
isolated and there appeared to be a dearth of 
research on this topic in Ireland. In addition, 
there were few studies that actually examined 
outcomes.
Poroch and Mclntosh (1995) conducted a 
cross-sectional correlational survey to examine 
the barriers identified in the literature that may 
prevent nurses from being assertive and to
determine how nurses perceived the barriers 
that prevented them from behaving assertively. 
Questionnaires were distributed to 200 nurses 
who were randomly selected from the 
employment record of the study hospital and 
the response rate was 75%. Assertiveness was 
assessed using the 24-item Assertiveness 
Behaviour Inventory Tool (ABIT) and the 
barriers to assertive behaviour were assessed 
using the Barriers to Assertive Skills in 
Nurses instrument (BASIN) which was an 
instrument developed for the study by the 
researchers.
The findings indicated that the participants 
perceived themselves to have an overall low to 
moderate level of assertiveness even though 
30.4% had assertiveness training in their basic 
education and 31.8% attended assertiveness 
training since qualifying. This supports the 
view that a lack of organisational support 
and encouragement inhibits nurses from 
communicating assertively. Poroch and 
Mclntosh (1995) concluded that the 
highest-ranking barriers to assertive 
behaviour included the statements revealing 
a belief among the participants that 
assertiveness is closely associated with 
uncaring behaviour. This implies that although 
nursing, as a profession, no longer promotes 
conformative and submissive behaviour, the 
culture and socialisation of the nurses who 
participated in this study continues to instil 
fear of rejection and isolation by colleagues if 
they use assertive behaviour. The oppressive 
environment of nursing as described by Farrell 
(2001) clearly still exists, with nurses firmly 
stuck in the 'mother nature' role.
Valentine (1995) suggested that nurses view 
assertive behaviour as uncaring because 
women have been socialised to depend on 
others for emotional needs and support and 
therefore, manage conflict based on 
interpersonal obligations, unlike men whose 
approach to conflict management is based on 
rights. Slater (1990) on the other hand 
suggested that a basic component of assertive 
behaviour is respect for self and others and 
responsibility for self but not for others. This 
view may conflict with those of nurses who 
consider themselves to be responsible for the 
care a patient receives. According to Percival 
(2001) nurses are considered by the public to be
32 Nurse Education in Practice (2003) 3. 30-42 © 2002 Elsevier Science Ltd. All rights reserved.
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'nice' people and states that "nice people often 
accommodate other people above themselves 
and adapt their behaviour to match what they 
think people expect of them" (Percival 2001, 
p. 22).
The findings of a study by Kilkus (1993) do 
not concur with the findings of Poroch and 
Mclntosh (1995) and he suggested that nurses 
are not as unassertive as research literature 
indicates. Kilkus (1993) conducted a 
descriptive study, the purpose of which was to 
determine assertiveness levels of a population 
of professional nurses and to determine if 
assertiveness levels are related to selected 
demographic factors including age, gender, 
years of nursing experience, basic nursing 
education, clinical nursing speciality, type of 
employer, highest educational level, and prior 
assertiveness training. A large random sample 
(n = 800) nurses were asked to complete a 
questionnaire that "was composed of the Rattras 
Assertiveness Schedule (RAS, Rathus 1973) and 
a personal/professional data form. 500 nurses 
responded (64% response rate) and data were 
analysed by inferential statistical techniques. 
The findings revealed that nurses 
demonstrated a RAS score of +17.28 
(SD = 24.74), with over 80% of the sample 
demonstrating a score of greater than zero 
(minimum score -90, maximum score +90). 
Findings showed that gender, age, years of 
experience, and different clinical settings did 
not significantly influence individual 
assertiveness levels. However, nurses with a 
higher level of education and previous 
assertiveness training were found to be 
significantly more assertive.
In contrast to Kilkus's (1993) findings 
Freeman and Adams (1999) suggested that 
having knowledge about assertiveness does 
not result in a person using assertive 
behaviour. They conducted a study to examine 
the effects of assertiveness training on the 
behaviour of registered nurses. The findings of 
this study support Kilkus's (1993) study fay 
illustrating that assertion training was effective 
in increasing levels of assertive behaviour. 
They suggest that the factors in the work 
setting that allow, promote or inhibit assertive 
behaviour need to be clearly identified. This 
concurs with Poroch and Macintosh's (1995) 
study that found that as the barriers to
assertive behaviour decreased, the participants 
exhibited more assertive behaviour.
It is unclear from the literature whether 
today's nurses are assertive or not. Ln general 
the extent to which nurses communicate 
effectively is questionable, despite the 
importance of this behaviour to the nurse/ 
patient relationship. It is evident that 
organisational barriers may exist that militate 
against assertive behaviour, however the 
ability to be assertive can be increased by 
education/training. Although on the surface 
assertive behaviour may conflict with 
traditional female or nurses role (submissive) 
and may indeed conflict -with the public's view 
of a 'nice' person, a full understanding of the 
concept facilitates understanding of the 
benefits of this behaviour. The nurse patient 
relationship is based upon respect, a concept 
that is at the core of assertive behaviour -. Unless 
the nurse interacts "with the patient from a 
respect basis, assertively, there is always the 
risk that the patient may feel 'put down' by the 
experience. Submissive, aggressive or indirect 
aggressive behaviours, which oppose 
assertiveness, are likely to result in inadequate 
levels of communication, and are potentially 
damaging to the vulnerable patient. It is 
imperative that nurses receive education/ 
training during preparatory pre-registration 
programmes in order to equip them with the 
necessary knowledge and skills to interact with 
the public in an assertive way.
Student assertive behaviours
Little is known about the assertive behaviour of 
nursing students. Gilmartiri (2000) found that 
some nursing students lacked confidence 
others lacked basic communication skills. 
Gilmartin (2000) explored psychodynamic 
sources of resistance among pre-registration 
nurses in an interpersonal skills context, using 
a qualitative approach (n = 50). The results 
indicated that four types of student emerged 
from the study, ranging from Type I who are 
extremely reluctant to disclose, to Type IV who 
are more confident The Type I student 
displayed an unwillingness to express feelings, 
and displayed obvious anxiety in a group 
communication situation. The Type II student
© 2002 Elsevier Science Ltd. All rights reserved. Nurse Education in Practice (2003) 3, 30-42 33
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appeared overwhelmed by interpersonal skills 
and lacked self-confidence. These students 
displayed a preference for theoretical 
discussion rather than practise related 
discussions. Type HE students were driven by 
emotional vulnerability and were quite open to 
effective dialogue. They were communicative 
and willing to engage in communication and 
learn new skills. Many of the students had their 
own emotional issues to deal with. Type IV 
category students appeared to be driven by 
introspection and a strong need to learn a huge 
range of interpersonal skills. These students 
appeared less inhibited or troubled by 
the past compared to other stud 
ents. These students were rarely sk 
illed in self-disclosure.
Gilmartin concludes that Type I and Type II 
students are highly resistant to interpersonal 
skills and are mainly driven by anxiety or fears 
related to childhood traumas. In contrast. Type 
in and Type IV are to some extent more 
determined to overcome adversity although 
many of them have experienced this. Gilmartin 
(2000) highlights the importance of creating a 
receptive and open climate of learning for 
interpersonal skills for all these students. It is 
likely that teaching assertiveness skills to these 
students in a suitable environment will benefit 
them both professionally and personally, 
although this is clearly an area that warrants 
further investigation.
Methodologies used for teaching 
communication and assertiveness
Audean Duesphol (1984) in an opinion article 
highlighted the importance of teaching 
interpersonal communication skills to nursing 
students. This author suggested that this area 
poses a great challenge to nurse educators and 
she suggested that both as role-play and role 
modelling are appropriate teaching strategies. 
She suggested that nurse educators use 
creative and effective strategies in the teaching 
of interpersonal communication skills to 
nursing students.
"The ability to communicate effectively 
does not arise automatically. It results 
from many hard hours of learning,
practising and internalising." (Audean 
Duesphol 1984, p. 26)
Gijbels (1993) supported this view and 
discussed some theoretical and curricular 
issues in the design of interpersonal skills 
training for nursing students. He suggested 
that a range of student centred and experiential 
teaching methods need to be used for the 
teaching of these skills. He suggested that 
meaningful personal experiences can be 
developed through experiential teaching 
methods such as role-play and simulated or 
structured exercises. He also highlighted the 
importance of feedback and student practice. 
It is clear that the teaching of interpersonal 
skills requires creativity and teacher 
commitment Quite obviously commurticaticri 
skills are not easily learned by lecture method 
alone and experiential methods are essential. 
Practice appears to be an important element of 
learning these skills, and in order to achieve 
this in the classroom setting, simulated 
situations need to be created or the use of 
role-play.
Studies have examined the use of role-play 
for the teaching of interpersonal 
communication skills (Morris 1986; Pulsford 
1993). Norris (1986) examined performance 
outcome for groups of Bachelor of Nursing 
Studies students (BSN) students (n = 147) 
randomly assigned to role-play or lecture 
instruction for learning communication skills. 
In comparing the effects of lecture vs role-play 
instruction, there were no significant 
differences on objective test performance or 
instructor rating of student process recordings 
between the two groups. Student responses on 
the evaluation criteria for the two methods of 
instruction demonstrated several significant 
findings (p<0.05) role-play students were 
more likely to agree with the statements that 
the method of instruction promoted active 
involvement, held their interest, and was a 
preferred learning approach.
Pulsford (1993) used role-play to establish 
the benefits of role-play for nursing students. 
Clear guidelines were given to students before 
the start of their role-play, including the right 
to remain silent during role-play if preferred 
by the student. The role-play produced a lively 
discussion. The students concluded that they
34 Nurse Education in Practice (2003) 3. 30-42 © 2002 Etsevier Science Ltd. All rights reserved.
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would be willing to take part in role-play in the 
future. However, they would include a proviso 
that anyone who does not wish to participate 
should not be forced to do so, but should 
remain in the group and participate as a silent 
member, or a member of the audience.
Pulsf ord (1993) indicated that the verbal and 
written feedback from the students following 
this session suggests that they found it an 
interesting exercise, which provided them with 
a greater insight into the benefits and' 
restrictions of role-play as a learning method.
Tomlinson et al. (1984) highlighted the 
potential benefits of using role-play, however 
suggested that its use requires consideration of 
important issues such as deciding who will 
undertake the role play, defining the roles, 
timing, preparation, feedback. These authors 
suggested mat the role-play itself should 
consist of three parts, an introduction or a 
warm-up, the role-play itself, and finally 
discussion and feedback between the teacher 
and students.
The use of role-play specifically to teach 
assertiveness has received little attention in the 
literature. There is little empirical evidence to 
support its benefit, although some benefits of 
teaching communication skills generally 
through this means have been outlined. Bond 
(1988a,b,c,d,e,f,g,h) developed guidelines for 
the teaching of assertiveness, which featured 
role-play as an important component. 
Although somewhat dated, these guidelines 
provide an excellent framework for developing 
workshops of this kind. Using this and other 
available literature assertiveness teaching was 
provided to students at one Irish University. 
The students' feedback indicated that the 
teaching provided was a useful and 
meaningful experience. Through its 
description, the authors hope that this will
provide a useful framework for teaching in this 
area and open up an area that requires 
empirical examination.
The teaching experience
Assertiveness training forms a component of 
pre-registration nursing programmes in 
Ireland. On the undergraduate general nursing 
diploma programme at one Irish university, it is 
allocated 6 hours for specific teaching within 
the topic of communication, which comprises 
(30 h) over a three-year period. For 3 hours of 
this session, the general theory related to the 
topic was delivered to a group of students 
(n = 17). nFollowing this the students attended a 
3-hour •workshop on assertiveness. The learning 
outcomes for the group 'were as follows: 
At the end of this session students will:
1. Understand the need to apply assertive 
guidelines when making a request.
2. Have learned through role-play the 
importance of non-verbal communication 
in assertive behaviour.
3. Have developed an understanding of 
situations where assertive behaviour may 
be difficult.
Using Bond's (1988a,b,c,d,e,f,g,h) guidelines, 
the content of the 2-hour programme was as 
follows (Fig. 1).
Seating was arranged in order to promote 
discussion and group cohesion, formalised 
seating arrangements were reorganised so that 
students sat in a semi circle. A note was placed 
on the outside of the doors of the room to 
prevention intrusion to ensure privacy for the 
class. One teacher facilitated the session. Before 
the class formally began, guidelines for the 
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Fig. 1 Teaching plan.
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identified need for adequate student 
preparation (Tomlinson et al. 1984; Pulsford 
1993). The learning outcomes and teaching 
plan for the session were outlined, and basic 
ground rules for the session were negotiated 
with the class. These usually pertained to 
maintaining confidentiality within the group, 
so that people felt comfortable enough to share 
experiences openly. The option not to 
participate in role-play was also given to the 
students, a point endorsed by Pulsford (1993). 
Once these were began agreed the class began.
The first activity that took place was an 
exercise aimed at letting the group get to know 
each other and create an informal and 'fun' 
atmosphere. Each student in turn was asked to 
state their name and how their name was 
chosen for them. The teacher also takes part, 
voluntarily providing his or her information 
first. This is an adaptation of Bond's (1988b) 
suggested opening activity 'icebreaker - 
history of names'. This activity generally 
creates a relaxed atmosphere among the 
students, that is a prerequisite of a session such 
as this, where students are required to make 
open and honest contributions to the 
discussion. Slater (1990) noted that the use of 
ice-breaker activities at the beginning of 
assertiveness training programmes was 
reported by the students to aid relaxation.
Following this the teacher presented a 
definition of assertiveness, which began 
"with a brainstorming session whereby 
students were asked to provide words that 
they associate with assertiveness and these 
are transcribed onto the board or overhead 
projector by the facilitator. Slater (1990) used 
this process during an assertiveness training 
workshop for qualified nurses, to elicit what 
assertiveness meant to participants. This 
process yielded similar results to Slater (1990) 
as students associated assertiveness with 
power, strength, and control. This information 
was then used as a framework within which, 
the definition and meaning of assertiveness are 
described by the facilitator. Emphasis "was 
placed on assertiveness being described as 
bzhoowur rather than a personal attribute. 
Assertiveness was defined and the four 
commonly described behaviours of 
submissive, aggressive, indirect, and assertive 
•were outlined.
Body language associated •with each 
behaviour was also described (Bond 1988b). 
Some suggested reasons why people do not 
behave assertively were outlined: stress 
response, repressed emotions, devaluing 
oneself, choice, and lack of role models (Bond 
1988b). Benefits of assertive behaviour were 
outlined. After this the class are asked to 
identify situations where they find it difficult to 
behave assertively, factors within these 
situations affect ones 'crumple button' as 
described by Dickson (1986, cited in Bond 
1988b). Using exercise 7 described by Bond 
(1988b) the class were asked to think back to a 
recent time when it was difficult to behave 
assertively, from this a class discussion ensues, 
and common themes that emerged are 
identified by the facilitator at the end of the 
discussion. Common 'crumple buttons' that 
emerged were feelings of fatigue and lack of 
confidence or knowledge, the effect of 
autocratic senior working personnel and 
difficulty with refusing family requests.
The next exercise involved the facilitator 
'sculpting' the various behaviours that may be 
adopted •when making a request 
(1. submissive, 2. indirect aggressive, 
3. aggressive, and 4. assertive). This involved a 
role-play exercise where the facilitator asked 
the class to vocally guide or 'sculpf the body 
positions, actions, and verbal behaviour that 
they the facilitator then adopted when acting 
out each of the four behaviours in turn (Bond, 
1988b). The class also chose the actual request 
situation to be enacted. The group volunteered 
a scenario whereby the junior nurse requests a 
particular day off from a ward manager. For 
the purpose of the role play the request was 
kept short usually confined to one sentence. 
The purpose of the role-play was for students 
to observe the four behaviours and to examine 
which appeared to be the most effective. This 
was explained to the students, and they were 
asked to avoid comments on the acting per se. 
A volunteer was requested to take part in the 
role-play, acting as the recipient of the request, 
in this case, the manager. This student acting as 
a manager sat behind a desk, in front of the 
student audience, who remain in a semi-circle 
seating arrangement. The facilitator, acting as a 
nurse, pretended that there is a door to an 
office, which needed to be opened.
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For the first behaviour, the class guided the 
facilitator (nurse) to stand slouched, shoulders 
hunched, with eyes averted. They suggested 
that the nurse knock hesitantly upon the door 
and walk slowly in the request' I would like a 
day off next Sunday7 is made quietly, with no 
eye contact, and several feeble, mumbled 
excuses for same. The student role-playing as 
the manager was not given a script, but 
instinctively chose not to honour this request! 
The same scenario was then re-enacted using 
approach number two, indirect. The class 
'sculpted' the nurse's behaviour and actions 
accordingly. The nurse was instructed to be 
overly friendly, invade the manager's personal 
space by deliberately sitting the same side of 
the table as them. A patronising approach was 
used to the request. The manager in this case, 
even though it is role-play found it difficult to 
refuse such a persuasive customer! For the 
third behaviour, aggression, the nurse was 
guided to adopt a tense body, standing very 
upright, perhaps invading the manager's 
personal space, possibly standing over them. 
The voice •was loud, and finger was wagging. 
The request was abrupt, almost a demand and 
there was little time for the manager to respond 
as the nurse left the office very quickly. For the 
final behaviour, assertiveness, the audience 
guided the nurse to adopt a relaxed bodily 
pose. The nurse stood upright, maintaining a 
comfortable distance and spoke calmly, in an 
even tone.
Once the role-play had finished, a discussion 
was facilitated regarding the experience. The 
student audience reported surprise that the 
same request could manifest itself in different 
ways, depending on the behaviour adopted. 
Students began to identify the various 
behaviours with situations that they have been 
involved in, although at the time they usually 
found it difficult to see so clearly what was 
going on. Students also expressed surprise that 
the simple instructions given to the nurse 
regarding body language, posture, tone of 
voice, manner, etc. can actually have such a 
great impact on perceived behaviour in that 
situation, although, only one singular sentence 
is used in each case. Students reported that 
they would now find it easier to recognise 
these behaviours in others, and also realise that 
the assertive approach would probably elicit
the best response. The student participant was 
encouraged to discuss, not only the behaviour, 
but also the effect of each of the behaviours on 
them personally. Interestingly, the student 
reported that they reacted to each of the four 
behaviours in different ways, even though it 
was an identical request each time. The 
submissive actions of the nurse led the student 
participant (manager) to describe the nurse as a 
'doormaf that they would not give the day off 
to even if they could! The angry nurse provoked 
feelings of anger in the student, and even 
though the nurse left the office without leaving 
time for a reply, the student felt inclined, to 
'catch her later" and ensure that the nurse she 
did not get the request that she sought. The 
indirect approach left the student feeling 
uncomfortable, the nurse was overfriendly, 
•which was flattering in some -ways, but left the 
manager feeling uneasy. The student/ 
participant reported that it was difficult not to 
give in to this behaviour. Finally, the assertive 
approach provoked little discussion from the 
student/participant. These situation was easy, 
comfortable, and the student/participant came 
away unemotional from the situation, even if he 
or she had to say 'no'. This feedback from the 
student allowed them to debrief from the role, 
and also provided the class with an insight into 
the responses evoked in the recipients during 
each of the behaviours.
What became clear to the students was that 
adopting approaches, other than assertive, for 
whatever reason, is unlikely to meet with 
success. From the teacher's perspective, it was 
interesting to note that actually sculpting 
oneself into each of the behaviours seems to 
bring about feelings that support the 
behaviour. For example, the keeping eyes 
down, wringing of hands, fumbling and 
mumbling actions of submission actually 
evoked feelings of nervousness. Clenching 
fists, finger wagging, standing tall, staring, and 
abrupt talk of the aggressor actually brought 
about a feeling of power or anger. Feeding this 
information back to the class highlighted the 
important role that non-verbal communication 
plays when dealing with situations such as 
making requests. Non-verbal behaviour may 
affect ones own performance and the reception 
of the request It is important when entering 
request situations that the person adopts a
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relaxed stance, speaks moderately, clearly and 
succinctly, makes good eye contact, and 
smites appropriately. What is interesting 
about this anecdotal finding is that although 
many individuals cite the situation and 
others involved as the main reason for 
failure to use assertive behaviour (Slater 
1990) it is clear that while the situation or 
person may represent a crumple zone for 
the individual, the body language and 
actions of the individual contribute greatly 
to the dynamic of the situation, and 
appear to be less important than what is 
actually said.
The next activity asked the class to consider 
their rights as human beings, irrespective of the 
roles they occupy in society. Basic human 
rights are a component of assertive situations 
(Slater 1990) and are outlined in Fig. 2. These 
rights are presented to the class, and students 
are given a few moments to consider, which of 
the rights they most agree or disagree. Each 
student was then asked in turn to express 
which rights they agree or disagree with and 
free class discussion takes place after every 
comment. The views and selection of rights 
were very individual. However, many of the 
rights often appeared on the surface to conflict 
with the responsibilities attached to the role of 
a nurse. Indeed, the group facilitated by Slater 
(1990, p. 345) indicated a belief at the end of 
their assertiveness training sessions that "role 
rights usually override human rights in a work 
situation". This role conflict in the writers 
experience resulted in a prioritising of the 
rights within each group with an emerging
distinction between rights in the personal and 
the 'work situation.
Rights numbers three and seven appeared, to 
be particularly pertinent in work situations 
where the student may feel undermined. These 
statements reassured them that regardless of 
their role and level of knowledge, they are still 
entitled to be treated with respect and also the 
expectation of knowing everything is reduced 
by the awareness that it is ok to say 1 don't 
understand'. Most of the other rights assume a 
lesser priority in the work situation, with most 
of them appeared to conflict with the working 
role of a nurse. Students questioned whether it 
is appropriate to express ones own feelings, set 
priorities, say no, change ones mind, make 
requests and not accept responsibility in the 
health care environment However, it was 
always highlighted that these are personal 
human rights that may be kept within the 
person, to be recited internally in situations 
where assertive skills are required. They are 
not a prescription for behaviour generally. A 
professional is always expected to behave 
appropriately in the clinical environment and it 
would be unacceptable and perhaps unethical 
if he or she were constantly expressing 
personal feelings and opinions. Slater's group 
of nurses (1990, p. 345) highlighted this point 
stating that "there is always choice". In a 
professional nursing situation a choice is 
always made to behave in a professional 
manner in keeping with the code of conduct. 
However, internalising right number one 
ensures that when a work situation arises 
whereby you feel the need to express an
Fig. 2 Assertive rights adapted from Dickson (1986) and Slater (1990).
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opinion that may be perhaps controversial, it is 
important to remember that one has the right 
to express it. One example may be where a 
working shift is changed at the last minute, 
although one may have a professional 
responsibility to attend the altered shift, this 
does not preclude the individual from 
expressing disappointment to the manager 
concerned.
Many nursing students also expressed 
disagreement with right number 9, whereby 
they may decline to accept responsibility for 
other people's problems. Inherent in the role of 
a nurse is the taking of a. certain amount of 
responsibility for other people in their care. 
However, during group discussions, it 
emerged that the nurse must, as a 
professionally provide the level of 
responsibility that is required, but that this 
right may prevent the nurse from taking 
responsibility or feeling guilty about problems 
that genuinely do not fall into his or her 
domain of responsibility. Some participants 
indicated that the role of a nurse often results 
in a feeling of being all things to all people, 
both inside and outside of the work situation. 
This statement allows for a little balance in the 
life of a nurse but must be kept in perspective.
Right number 5 provoked discussion among 
the groups. Again it must be interpreted with 
caution. Knowledge of this right aids the nurse 
to deal with situations assertively, it is not an 
automatic entitlement, obviously a professional 
nurse is not entitled to make mistakes but if he 
or she is in a situation where she has made a 
mistake, recognising that as a human mistakes 
occur, and taking responsibility for that 
mistake may prevent a response of anger or 
passivity during the repercussions that occur. 
Assertively admitting that one has made a 
mistake and taking responsibility for it, allows 
a person to feel more dignified in. the situation. 
It may also prevent the person from having to 
overly justify the mistake. At the end of this 
discussion each participant was asked which 
right they would personally like to bear in 
mind. Once again this was a very personal and 
individual choice.
The final activity involved small-group 
work. The class was broken up into groups of 
three students who get together to discuss their 
individual reactions (whether submissive, 
indirect, aggressive or assertive) to various 
scenarios presented to the group in written 
format. These scenarios (Fig. 3) were fictitious 
situations formulated by the facilitator where
Fig. 3 Scenarios for discussion.
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assertive behaviour may prove difficult. The 
situations pertained to four aspects of daily life, 
home, •work, among friends, and in public. The 
class were encouraged to discuss honestly their 
possible individual responses to these 
situations. One member of the group was 
appointed to feedback to the larger group. This 
feedback provided a general summary of the 
groups usual response and then a suggested 
assertive response. In some cases the group's 
usual response may actually be assertive and in 
this case, an alternative response is not 
required.
The group appeared to enjoy the discussion 
that took place. When the group member 
fedback to the larger group all participants 
were invited to discuss the responses. Most 
situations provoked a variety of responses, 
although most participants appeared to be 
reasonably confident with public, work, and 
friend situations. Interestingly it •was the area 
of family that provoked the most discussion, 
and appeared to be where many individuals 
experienced difficulties. The facilitator
summarises the group's responses and 
suggested assertive behaviours for each 
situation.
To end the session the facilitator 
summarised the content of the session and 
ascertains •whether learning outcomes have 
been achieved. The session is evaluated using a 
short survey. Handholding and official closure 
session are recommended by (Bond 1988h), 
however, the authors believe that these 
practices may not be appropriate for nursing 
student groups.
Evaluation results for the session are 
outlined in Fig. 4. Although this evaluation 
lacks the rigour of a scientific study it does 
provide an insight into the students views of 
this aspect of communication teaching. The 
student response was largely positive and 
concurred •with the response that Slater (1990) 
received. Students appeared to learn from the 
experience and enjoy the teaching methods 
used. It is interesting to note that group 
discussion was a daunting prospect for two 
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Fig. 4 Student comments on the 3-hour assertiveness workshop.
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any teacher who decides to veer away from 
didactic or lecture style teaching where student 
input is not essential to the class. A compromise 
is perhaps to allow students at the outset of the 
session to refuse participation in any activity 
that they may feel uncomfortable with.
Conclusion
Assertiveness training forms an integral 
component of many of today's undergraduate 
nursing programmes. Promoting assertive 
behaviour aims to improve nurse/patient 
communication, interprofessional 
communication, and personal confidence. 
These are essential ingredients in a healthcare 
environment struggling with oppressive 
cultures and stereotypical roles that create 
unhealthy work practices. They are also 
essential behaviours for the many students that 
enter the profession with poor interpersonal 
skills and lacking confidence.
Although there are conflicting reports about 
the assertiveness level of clinicians, there is 
evidence to suggest that many nurses lack 
assertive skills and that many environmental 
barriers exist to its practice. Although the 
benefits of teaching this topic have not been 
empirically tested, and some nurses report low 
assertiveness levels despite prior instruction, 
there is some descriptive evidence of the 
benefits of receiving instruction.
Teaching assertiveness skills is of particular 
interest to the nurse educator as it is preferable 
that nurses receive adequate preparation 
during their undergraduate education. The 
teaching of interpersonal skills in general 
presents a challenge, and a variety of 
experiential and creative teaching 
methodologies are required to ensure that 
learning is meaningful to students. Outlining 
this particular teaching session may prove to 
be useful guide for those involved in teaching 
assertiveness to nurses or undergraduate 
nursing students. This experience was 
beneficial to both students and teacher alike. 
The use of role-play created live scenarios that 
are an essential ingredient to ensure that 
meaningful, practical learning takes place. The 
variety of teaching methods used maintained 
student interest, and teacher involvement in
role-play helped to breakdown the student/ 
teacher barrier that may have otherwise 
existed. The informal atmosphere and 
discussion that took place allowed a sense of 
fun to develop, which is an area of student 
learning yet unexplored. However, in order to 
ensure success, training "workshops require 
careful planning and need to be informed 
through the literature on the topic. Role-play 
can form a vital component of displaying and 
teaching assertiveness skills. However, further 
research is required on role-play to ascertain 
methods of best practice and student 
perceptions of this methodology.
In order to justify continued and 
widespread training for nursing students, 
research is required to ascertain the need for 
and benefits of assertiveness education. 
Receiving education on assertiveness does not 
automatically translate to changed behaviours 
in the clinical environment Although results of 
studies on qualified nurses suggested that 
teaching could have a beneficial effect on 
behaviours, these findings are not consistent 
throughout the literature. In addition, 
organisational barriers may exist that militate 
against behaviours of this kind. Clearly, there 
are several areas that require research on this 
topic. Experimental investigations are required 
to identify suitable teaching methods and 
outcomes of education. Barriers that exist in 
practice also need to be examined and methods 
for reduction of these explored. It is in the best 
interest of the patient that educators endeavour 
to improve nurse's communication skills. To 
this end educators need to have a commitment 
to the continued development of 
communication/interpersonal teaching within 
schools of nursing
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Nurses' and mid-wires' assertive behaviour in the workplace
Aim. This paper reports a study describing the assertive behaviour of a group of 
professional nurses and mid-wives and exploring potential barriers and facilitators to 
the use of assertiveness skills in the workplace.
Background. As nurses and midwives move away from traditional roles, it is 
increasingly being recognized that they need to behave in an assertive manner. Much 
literature supports the use of assertive behaviour '-in clinical practice. Although 
specific individual assertive behaviours and skills have been examined in many 
settings, little empirical evidence exists about the frequency and use of assertiveness 
skills by nurses and midwives in the workplace. While there is evidence on barriers 
to the use of assertive skills, there is little information about factors that may 
facilitate their use.
Method. A survey design was adopted, using a 44-item questionnaire to collect data 
from a 2-5% random sample of nurses/midwives registered with the National 
Nursing Board of Ireland. The data were collected in 2003.
Results. While respondents frequently complimented their colleagues and often 
allowed them to express opinions, they were less accomplished at expressing then- 
own opinions or making requests. Assertive behaviours were used more frequently 
with nursing/midwifery colleagues than with management/medical colleagues. Most 
used assertiveness skills with other grades of staff in their own profession. 
Responsibility to patients/clients emerged as a supporting factor for using assertive 
behaviour. Managers, the work atmosphere and fear were viewed as obstacles. 
Conclusion. Nurses and midwives needs to learn how to behave assertively, and this 
should be included in both pre- and post-registration education programmes. As use 
of assertiveness skills was reported to be least frequent -with nurse/midwife man­ 
agers, local policies and guidelines may be needed to encourage clinical practitioners 
to act autonomously and as client advocates.
Keywords: assertiveness, colleagues, management, midwives, nurses, workplace
Introduction
Casdedine (1997, p. 234) has expressed concern about the 
position of nursing in society: 'It is ambiguous, precarious 
and transitional and, in relation to medicine, it remains very 
much the underdog'. This statement reflects the view of many
38
who perceive nursing to be, according to Farrell (2001, 
p. 27), 'an oppressed discipline', highlighting the fact that 
women in the workplace have traditionally had vulnerable 
positions in relation to men, the powerbase lying firmly with 
men. Nowhere is this so true, he claims, than in the nursing 
profession, and Dargon (1999, p. 1) suggests that nurses and
© 2005 BIaclcsve.ll Publishing Ltd
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midwives are doubly oppressed by 'an oppression of gender 
and an oppression by medical dominance'.
Neo-Weberian accounts of power (Finlay 2000) further 
uphold this view. In comparison to medicine, nursing exhibits 
few key professional features (credentialism, exclusion and 
monopoly). From a neo-marxist approach (Finlay 2000), the 
medical profession has an elitist position and its members are 
further distinguished from nursing by social class. From a 
feminist perspective, nursing evolved as the unrecognized 
bedrock of medicine, and this renders it 'subordinate' (Saks 
2000, p. 311).
However, nursing is currently redefining itself and attempt­ 
ing to 'reconstruct* itself to 'allow greater autonomy and 
independence from medical dominance' (Finlay 2000, p. 84). 
An expansion of specialist roles for nurses and midwives has 
resulted in taking 'some of the authority and power away 
from doctors' (Finlay 2000, p. 81). An exploration of nurses' 
and midwives' assertive behaviours in this climate of change, 
therefore, is timely.
Background
In the past, their traditional education taught nurses and 
midwives to be acquiescent and submissive helpers of doctors 
(Slater 1990, Poroch & Mclntosh 1995). Over the years, the 
changing social status of women has been reflected in many 
developments and changes within the nursing profession, and 
assertive behaviour has been an essential communication 
strategy for women in pursuing equality. However, nurses 
and midwives in hospital practice settings are thought to 
retain a submissive role and not to assert themselves well 
(Poroch & Mclntosh 1995).
This overriding concern with how others — the public and 
other health care professionals - view assertive behaviour 
among nurses and midwives permeates the literature. This 
may stem from accepting the stereotypical sex roles described 
by Kanter (1979). If nurses' (women's) behaviour does 
comply with definitions of 'mother earth' (nurturing and 
caring), 'seductress' or 'pet' rney are 'cast as the "iron 
maiden" — tough dangerous and unfeminine' (Farrell 2001, 
p. 27). Indeed, Poroch and Mclntosh (1995) note that the 
strongest barriers to assertive behaviour include a belief 
among that assertiveness is closely associated with uncaring 
behaviour.
Nurses and midwives must account for their actions in a 
social sense (Eby 2000). Lay views of nurses and midwives 
often ascribe virtuous ethical and moral values to the group, 
creating a public expectation of how nurses should behave. 
For example, during the nurses' strike of 1999 in Ireland, 
there was some public opposition to this behaviour, thought
unbecoming in such a virtuous group. For nurses and 
midwives to assert themselves in this way was not considered 
consistent with their vocational, caring public image.
Valentine (1995) has suggested that nurses and midwives 
view assertive behaviour as uncaring because women have 
been socialized to depend on others for their emotional needs 
and support and, therefore, to manage conflict based on 
interpersonal obligations. On the contrary, men's approach 
to conflict management is based on the concept of rights.
Burnard (1992) has suggested that the team structure of the 
health care system often means that nurses and midwives 
have not been encouraged to be assertive. There is little 
empirical evidence about the assertiveness abilities of nurses 
and midwives and die benefits of assertive practice; however, 
the effects of oppression — described by Farrell (2001) as 
abuse, clique formation, low self-esteem and aggression - are 
unhealthy both for nurses and midwives and patients/clients 
in their care.
Little empirical evidence exists of nurses' and midwives' 
use of assertive behaviour in the workplace. There is also a 
lack of research describing potential barriers to diis, and 
Freeman and Adams (1999) have suggested that the factors in 
nurses' and midwives' work settings that allow, promote or 
inhibit assertive behaviour need to be explored and identified.
The study
Aims
This aims of the study were to describe the assertiveness 
practices of nurses and midwives, and to ascertain the 
reported frequency of these between participants and 
(a) their nurse/midwife colleagues, (b) nurse/midwife manag­ 
ers and (c) medical colleagues and ancillary staff. We also 
aimed to quantify the number of respondents •who had 
received assertiveness training.
Design
A descriptive self-report survey design was adopted, and data 
were collected in 2003.
Participants
The study involved a random sample of nurses and midwives 
(n = 1500) registered with the National Nursing Board of 
Ireland (An Bord Altranais). This sample was 2-5% of nurses 
and midwives on the active register. For reasons of confiden­ 
tiality, a postal questionnaire was posted to each candidate 
by a mailing company enlisted by the Board. The response
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rate was 27% (411). Twenty questionnaires returned incom­ 
plete, and the remaining 391 were included in the study.
Data collection
The research tool was a 44-item questionnaire based on 
themes emerging from the literature. The questionnaire 
comprised four sections. Section 1, elicited respondent 
demographic data. The second section presented eight 
assertive behaviours and asked respondents to indicate 
whether they used these with three groups of colleagues: 
nurses/midwives, nursing/midwifery managers and medical 
staff. We provided operational definitions of assertiveness 
and the grades of staff referred to in the questionnaire. 
Participants responded using a 5-point Likert scale (always, 
usually, sometimes, seldom and never). The diird section 
ascertained the frequency with which assertive behaviour was 
used with other workers in the health care setting, using the 
same 5-point Likert scale. The fourth section contained two 
open-ended questions asking for information about factors 
that perceived to support assertive behaviour in the work­ 
place and to militate against that it. There was an open-ended 
item in this section inviting respondents to provide any other 
relevant information.
Validity and reliability
We ensured content validity of the questionnaire by present­ 
ing it to a panel of six international experts for examination. 
Each expert completed a form, which allowed numerical 
rating and provision of comments on the relevance of each 
question based on recommendations by Waltz and Baussall 
(1981). We then made alterations in response to suggestions, 
and a pilot study was done in March 2003; minor changes 
were made to the questionnaire in response to this.
We established the reliability of the questionnaire in two 
ways. First, test-retest reliability was assessed, and this 
revealed no significant differences between responses on two 
occasions (2 weeks apart). Secondly, using the pilot study 
data, we assessed the internal consistency of items within the 
questionnaire by using Cronbach's coefficient alpha. This 
reached a high satisfactory level at 0-88.
Ethical considerations
The ethics committee of the School of Nursing and Midwif­ 
ery Studies of the university approved the study. We carefully 
considered the issues of anonymity and confidentiality, given 
the sensitivity of the topic. The method of data collection 
preserved both of these, and this was made clear to
respondents. Researchers had no access to the identities or 
addresses of participants. We destroyed the questionnaires on 
completion of the study.
Respondents were given written information which inclu­ 
ded an outline of the study, method of data collection and 
explicit information about involvement being voluntary. We 
also explained that return of the questionnaire implied 
consent to participate.
Data analysis
Data were analysed using SPSS (Pallant 2001). Responses to 
open-ended Items were content analysed and coded for data 
entry.
Results
Most of the 391 respondents were women (95%, 370). The 
age group of the cohort varied: most (70%) were over the age 
of 30 years (Table 1), and more than half (52%) were aged 
over 40 years.
Ninety-five per cent of the group were actively working as 
nurses or midwives (n = 373), in a variety of health care 
settings (Table 2). Sixty-two per cent reported that they did 
not find it difficult to behave assertively in the workplace, but 
most had received no assertiveness training (67%). For those 
•who had, 33 received this in prequalifying nurse education 
programmes, 49 at postqualifying programmes and 47 stated 
that they leamt these skills elsewhere.
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Frequency of use of assertive behaviour with nursing/ 
midwifery colleagues is reported in Table 3. The most 
frequently cited behaviour was allowing others to express 
their opinions. This trend reflects the pilot study. The majority 
reported that they always or usually (94-4%) allowed their 
colleagues to express opinions, and 60% always did so. 
Complimenting others also scored highly: 86% of respondents 
did this always or usually. The majority of the cohort (at least 
60%) reported saying 'No' to colleagues where appropriate. 
However, this skill was not consistently applied, with a 20% 
reporting only doing it sometimes. Just over half reported 
making requests either usually or always, but less than half 
reported expressing disagreement with the opinions of others. 
Forty-three per cent did this usually or always, with just under 
half doing it only sometimes (44%). A minority (10%) either 
seldom or never did this.
The numbers reporting that they gave constructive criti­ 
cism to colleagues were low, with less than one-third stating 
that they either always or usually did this. One quarter 
seldom or never did so.
A similar picture emerged with regard to reported assert- 
iveness with managers (Table 4). Again, the most frequently 
reported behaviour was allowing others to express their 
opinions. Eighty-nine per cent either usually or always did 
this, and more than half always did so. Complimenting others 
was also a frequent practice here, although less frequently 
than with colleagues. Sixty-five per cent of respondents did 
this either always or usually.
Many reported saying 'No' to managers where appropri­ 
ate, although less than •with colleagues. Fifty-four per cent 
did this either always or usually. However, over 40% 
reported sometimes, seldom or never doing so. Some said 
that they seldom expressed disagreement with the opinions 
of others (17%), while a third did so sometimes (34%), and 
less than a third of respondents usually (29%) or always 
(10%) did so.
The numbers reporting giving constructive criticism was 
low. Only 25% of the group reported that they usually gave 
constructive criticism to managers. Over half did this 
sometimes (29%), or seldom (24%). Making suggestions 
•was also infrequent, and only 50% of the group did this 
usually or always.
Expressing requests and opinions were also infrequent. Just 
over half the group reported that they expressed opinions to 
others usually or always (56%). Similarly, half (42%) 
reported that they made requests to others either always 
(18-9%) or usually (33%).
The frequency of reported use of assertiveness with medical 
colleagues is shown in Table 5. Again, the most frequently 
reported behaviour was allowing others to express their 
opinions. Complimenting others •was also a frequent practice: 
62% of respondents did this either always or usually.
However, assertive behaviours in the other categories were 
less frequently reported. Less than half the group reported 
expressing disagreement with the opinions of medical col­ 
leagues or giving constructive criticism always or usually. Just
Table 3 Reported percentage frequency of assertive behaviours towards nursing/midwifery colleagues
Behaviour
Expressing my disagreement •with the opinions of others
Providing constructive criticism to others
Expressing opinions to others
Saying no to others where appropriate
Allowing others to express their opinions
Making requests to others

































































Table 4 Reported percentage frequency of assertive behaviours towards nursing/midwifery managers (« = 391)
Behaviour
Expressing my disagreement with the opinions of others
Providing constructive criticism to others
Expressing opinions to others
Saying no to others where appropriate
Allowing others to express their opinions
Making requests to others
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Table 5 Reported percentage frequency of assertive behaviours towards medical colleagues
Behaviour
Expressing my disagreement with the opinions of others
Providing constructive criticism to others
Expressing opinions to others
Saying no to others where appropriate
Allowing others to express their opinions
Making requests to others



























































































































































over half reported saying 'No' to medical colleagues where 
appropriate, either always or usually.
Frequency of use of assertiveness skills with other col­ 
leagues is reported in Table 6. Over 60% reported doing this 
with all these groups of staff either always or usually.
Respondents were also asked to state three items that 
supported their use of assertive behaviour in the -workplace. 
These responses -were coded and 10 categories emerged (see 
Table 7). Ninety per cent of the cohort gave a response. 
Responsibility to patients/clients emerged as the most com­ 
mon response (15-9%). Education and knowledge, environ­ 
ment and beliefs and values also frequently mentioned. 
Similarly, participants were asked to state three militating 
factors against using assertive behaviours. Fifteen individual 
categories emerged, with a response rate of 90% (Table 8). 
The most frequently mentioned barrier to assertive behaviour 
was reported as management (23%). Fear (12%) and 
negative responses from others (11-8%) and colleagues 
(11-8%) -were also stated frequently.
Factor analysis
Responses about use of assertive behaviour with colleagues, 
managers and medical staff were further analysed using 
factor analysis to identify core issues. This was done using
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principal component analysis with a varimax rotation-. 
Eigenvalues > 1 were extracted. Two principal factors were 
isolated. Factor one related to using assertive behaviour with 
nursing/midwifery colleagues (Table 9). Factor two related to 
using assertive behaviour -with nursing/midwifery managers 
and medical colleagues (Table 9).
Discussion
Despite the rhetoric over the past 20 years suggesting that 
nurses and midwives must become assertive, very few of our
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Negative responses from others
Environment
Education fie Knowledge
Staff shortages & other work constraints
Lack of confidence
Responsibility to patients
Lack of perceived benefit
Skill or culture mix among staff
Poor communication skills among staff
Resistance to change
Time constraints









































respondents had received training in assertiveness skills. For 
those who had, little of this was delivered in undergraduate 
preparatory programmes. In addition, matching Poroch and 
Mclntosh's (1995) study, many respondents cited lack of 
knowledge as a barrier to using these skills.
This finding presents a challenge to the nursing and 
midwifery professions, and preparation is required to enable 
nurses and midwives to use assertive skills in the workplace. 
Prior education supported the use of assertiveness skills in 
previous studies. Burnard (1992) highlighted the need to 
encourage professional confidence and growth through 
assertiveness training, and Freeman and Adams (1999) 
observed positive effects on assertiveness skills through 
education.
The team structure of the health care system emerged as a 
barrier to assertive behaviour, the main barrier being man­ 
agement. In addition, respondents used negative assertive 
skills less frequently with managers, although they often used 
positive skills (complementing them and allowing them to 
voice opinions), hi addition, the workplace atmosphere could 
act as either a barrier or a facilitator to assertive behaviour. 
The results of this study support the view that using 
assertive behaviour may conflict with expectations of a caring 
nurse or midwife (Valentine 1995, Farrell 2001, Percival 
2001). While participants complimented their colleagues 
with overwhelming frequency, and often allowed them to 
express opinions they were less skilful at expressing their own 
needs, which is the core of assertive behaviour. Expressing 
opinions, disagreement with opinions, giving constructive 
criticism and making suggestions were less frequently per­ 
formed. In addition, a major barrier to assertive behaviour
Factor 1 Using assertive behaviour with nursing/midwifery 
colleagues
With regard to nursing/midwifery colleagues, I behave 
assertively in the following situations
Expressing my disagreement with the opinions 0-85
of others
Providing constructive criticism to others 0-83 
Expressing opinions to others 0-81 
Saying no to others where appropriate 0-87 
Allowing others to express their opinions 0-78 
Making requests to others 0-84 
Making suggestions to others 0-78 
Complimenting others 0-78 
Factor 2 Using assertive behaviour with nursing/midwifery 
managers &c medical colleagues
With regard to nursing/midwifery management colleagues, 
I behave assertively in the following situations
Expressing my disagreement with the opinions 0-48
of others
Providing constructive criticism to others 0'48 
Expressing opinions to others 0'45 
Saying no to others where appropriate 0-48 
Allowing others to express their opinions 0-48 
Making requests to others 0-49 
Making suggestions to others 0-42 
Complimenting others 0-43 
With regard to medical colleagues, I behave assertively in 
the following situations
Expressing my disagreement with the opinions 0-43
of others
Providing constructive criticism to others 0-37 
Expressing opinions to others 0-43 
Saying no to others where appropriate O37 
Allowing others to express their opinions 0-42 
Making requests to others 0-36 
Making suggestions to others 0-42 
Complimenting others 0-42
•was negative responses from others. While many nurses and 
midwives were capable of acting assertively in certain 
situations, they held back for fear of upsetting the equilib­ 
rium of their workplace or interpersonal relationships. This 
matches Poroch and Mclntosh's (1995) findings.
The dual oppression that emerged in this study differs from 
Dargon's (1999) suggestion that gender and medical domin­ 
ance were the principal influences on behaviour in clinical 
workplaces, hi our case, medical staff and nursing/midwifery 
managers presented the greatest challenges to assertive 
behaviour use. Reported frequency of assertive behaviour 
use was quite different with these two groups as compared 
with nurse/midwife colleagues, and this was supported by the
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What is already known about this topic
• There are many anecdotal and empirical reports sug­ 
gesting that nurses and midwives are not assertive, 
particularly in relation to medical staff.
• Some barriers to assertive behaviour in the clinical area 
have been reported.
• There is a direct relationship between assertiveness and 
other personal skills such as confidence.
What this paper adds
• Nurses and midwives frequently practise assertiveness 
skills with others in the same profession as part of their 
responsibility to patients/clients, but do so less -with 
medical staff and managers.
• While nurses and mid-wives are keen to advocate for 
patients/clients, many lack the necessary confidence or 
knowledge, and fear of retribution or others' responses 
also prevents them from deviating from the stereotypi­ 
cal 'nice nurse' role.
• Nurses and midwives frequently compliment others and 
allow them to express their opinions, but voice their 
own opinions less frequently.
factor analysis. However, while this study raises some 
questions in this area, further work is required to explore 
the issues. Clearly, managers and medical staff have specific 
roles and functions within organizations, based on their 
responsibilities to patients/clients, and this position of power 
itself may affect nurses and midwives. Domon (1997) found 
that personal relationships with nurse managers -were a 
primary influence on nurses' professional autonomy. Regard­ 
less of the reason, our findings suggest that it is necessary to 
strengthen intradisciplinary relationships to overcome pre­ 
sent difficulties as quality patient/client care requires good 
communication systems.
An interesting finding from this study is that respondents 
cited responsibility to patients/clients as a primary facilitator 
of their assertive behaviour. Clearly, from these practising 
clinicians' perspective, assertiveness is a requirement of good 
quality patient/client care. Indeed O'Mara (1995) suggested 
that nurses and midwives need to be assertive to empower their 
clients. This corresponds with the role of nurses and midwives 
as a patient/client advocates, as described by Domon (1997).
Although in many cases many respondents performed 
many of the skills frequently, it is of concern to us that for 
many the reported frequency of assertive behaviour was low. 
It is obvious that while some nurses and midwives are capable
of assertive behaviour others are not. The respondents were 
very much in favour of assertiveness training for all nurses 
and midwives.
Limitations
There are a number of limitations to this study. First, the 
response rate was low, at 27%. The study is also limited by 
fact that a self-report questionnaire was used, as this method 
carries the risk of socially desirable responses. We also 
assumed that assertiveness is an easily understood concept 
and, although we provided a definition, it is possible that 
misinterpretation of the term occurred. However, content 
validation and clear survey questions should minimize the 
potential risk of misinterpretation. Another limitation of the 
study is that it does not actually measure assertive behaviour, 
but rather participants' reports on their assertive behaviour. 
Finally, the findings may not be generalized outside Ireland.
Conclusion
The findings suggest that, while delivering quality care is a 
central function of nursing and midwifery, fear of retribution 
and negative responses from others prevents many staff from 
behaving as they should and would -wish. Education during 
preregistration programmes is essential to equip nurses and 
midwives with the necessary knowledge and skills to interact 
appropriately with their co-workers, and local policies and 
guidelines may be required to support this. The health care 
environment needs mechanisms to strengthen relationships 
between nurse/midwives and medical and management staff, 
and action research projects could be used to develop these.
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How assertive are nurses in the workplace? A preliminary pilot study
Aim This paper aims to outline the development and results of an instrument that 
describes the assertive behaviour of nurses.
Background As a largely female dominated profession, nurses are anecdotally 
regarded to be in traditional subservient roles. In addition, nurses aspire to public 
images of nurses as 'nice'. These factors are thought to reduce nurses capacity to 
behave in an assertive manner. However, little empirical evidence exists that des­ 
cribes the assertive skills of today's practicing nurse.
Methods A 44-item questionnaire collected data from 27 registered nurses. 
Results Items that feature strongly in the respondents reported behaviour are 
allowing others to express opinions, complimenting others and saying no. These 
findings suggest that nurses behave in a passive way, conforming to the image of a 
nice nurse. Nurses were less adept at disagreeing with others opinions and providing 
constructive criticism. Differences emerged in behaviours between the three groups. 
Conclusion Assertive behaviour is a skill, i.e. utilized according to interpersonal 
and role relationship. Factors within the work environment such as colleagues and 
atmosphere can support or prevent these behaviours.
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Introduction
Castledine (1997, 234) has anecdotally expressed con­ 
cern about the position of nursing within society.
'It is ambiguous, precarious and transitional and, 
in relation to medicine, it remains very much the 
underdog'.
This statement reflects the view of many who perceive 
nursing to be as Farrell (2001: 27) described 'an op­ 
pressed discipline'. He highlighted the fact that women 
in the workplace have traditionally been in more
<5> 2005 Blackwell Publishing Ltd
vulnerable positions in relation to men, the power base 
lying firmly with the man. Nowhere is this so true, he 
contends, than in the nursing profession, where, citing 
Dargon (1999: 1) he suggested that nurses are dually 
oppressed: 'an oppression of gender and an oppression 
by medical dominance'.
Assertive behaviour of nurses
O'Mara (1995) suggested that to empower their 
patients nurses need to be assertive. Burnard (1992) 
suggested that the hierarchical nature of nursing has
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often means that nurses are not encouraged to be 
assertive.
Assertive behaviour is described as a person giving 
expression to his/her rights, thoughts and feelings 
without denying the rights of others (Alberti & 
Emmons 1986). Poroch and Mclntosh (1995) identified 
barriers that prevent nurses from being assertive. These 
included a lack of knowledge about personal/profes­ 
sional rights, concern about what others will think 
about their behaviour and anxiety because of a lack of 
confidence and poor self-esteem.
Poroch and Mclntosh (1995) noted that the highest 
ranking barriers to assertive behaviour included the 
statements revealing a belief among the participants 
that assertiveness is closely associated with uncaring 
behaviour. This overriding concern with how others, 
the public and other health professionals, view assertive 
behaviour among nurses permeates throughout the lit­ 
erature. This belief may stem from nurses buying into 
the stereotypical sex roles as described by Kanter 
(1979). If nurses' (women's) behaviour does comply 
with either 'mother earth' (nurturing and caring), 
'seductress' or 'pet' they are '.. .cast as the 'iron maiden' - 
tough dangerous and unfeminine' (Farrell 2001: 27).
According to Percival (2001) nurses are considered by 
the public to be 'nice' people and states that 'nice people 
often accommodate other people above themselves and 
adapt their behaviour to match what they think people 
expect of them' (Percival 2001: 22).
It is unclear from the literature whether today's nur­ 
ses are assertive or not. It is evident that organizational 
barriers may exist that militate against assertive beha­ 
viour, however, the ability to be assertive can be 
increased by education/training. Although on the sur­ 
face assertive behaviour may conflict with traditional 
female or nurses role (submissive) and may indeed 
conflict with the public's view of a 'nice' person, a full 
understanding of the concept facilitates understanding 
of the benefits of this behaviour. Submissive, aggressive 
or indirect aggressive behaviours, which oppose 
assertiveness, are likely to result in inadequate levels of 
communication, and are potentially damaging to the 
vulnerable patient.
Little empirical evidence exists that describes nurses' 
views of assertive behaviour in the workplace. There is 
also a paucity of research describing barriers that may 
exist. In addition, although Begley (2002) noted that 
oppression was a feature of student midwives in Ireland, 
beyond this there is no published evidence that exam­ 
ines assertive behaviour in either nurses or midwives in 
an Irish setting. Freeman and Adams (1999) suggested 
that the factors in the nurses' work setting that allow,
62
promote or inhibit assertive behaviour need to be 
clearly identified. These facts led us to explore this topic 
further. We performed this pilot study as a precursor to 
a larger national study on the topic (n = 1500).
Method
In order to develop an instrument aimed at describing 
nurses assertive behaviour, a descriptive exploratory 
study utilizing a survey design was utilized. Although 
relationships between variables were not examined, we 
felt that this method had the ability to provide a wealth 
of data about this particular phenomenon of interest 
that could inform practice in a meaningful way (Lo 
Biondo-Wood & Haber 1998).
Questionnaire
The research tool used in the study was a 44-item 
questionnaire, devised by us based on themes emerging 
from the literature on the topic. We ensured face and 
content validity of the questionnaire by presenting it to 
a panel of five international experts for examination. 
Each expert completed a form, which allowed 
numerical rating and provision of comments on the 
relevance of each question based on recommendations 
by Waltz and Baussall (1981). All items were deemed 
relevant and minor alterations were made in response 
to suggestions. Reliability of the questionnaire was 
assessed in two ways. First, test-retest was carried out, 
which revealed no significant differences between 
candidates responses on two occasions (2 weeks 
apart). Internal consistency of items within the ques­ 
tionnaire was assessed using Cronbach's coefficient a. 
This revealed a figure of 0.88, which is an acceptable 
level.
The final version of the questionnaire comprised four 
sections. Section 1 elicited demographic data about the 
respondents. The second section presented eight 
assertive behaviours and asked respondents to indicate 
whether they used these with three groups of colleagues, 
nursing, nursing management and medical staff. We 
provided operational definitions of 'assertive' and 
grades of staff referred to in the study. The nurses 
responded using a 5-point Likert scale across five 
characteristics (always, usually, sometimes, seldom and 
never). In the third section, we ascertained the fre­ 
quency of reported assertive behaviour, in general, 
across 10 other coworker groups. Again, respondents 
used the same 5-point Likert scale. In the fourth section, 
there were three open-ended items. These invited 
respondents, the respondents to provide their own
© 2005 Blackwell Publishing Ltd. Journal of Nursing Management, 13, 61-67
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contribution of information about (1) items that sup­ 
port their assertive behaviour in the workplace, (2) 
items that militated against this, and {3) any other 
information they felt was pertinent to the study.
Associations between responses were analysed using 
Pearson's correlation coefficient. We engaged a statis­ 
tician to support the development and analysis of the 
questionnaire.
The sample
In order to develop this instrument to the next stage a 
pilot study was performed. This allowed us to develop 
the questionnaire further, to code open-ended items for 
analysis in the main study and perform reliability tests. A 
convenience sample of 27 registered nurses, attending a 
part-time 1-year nursing degree programme at one uni­ 
versity during volunteered to take part in the pilot study. 
The same cohort were administered the questionnaire on 
two occasions, to ascertain test-retest reliability.
Consent
In order to ensure informed student consent, the 
authors provided the respondents with verbal informa­ 
tion about the study 4 weeks prior to questionnaire 
distribution. This included outline of the study, method 
of data collection and student agreement to be involved 
in the study. Completion of the questionnaire was taken 
as consent to participate, and students were under no 
obligation to complete.
Researchers emphasized that completion was volun­ 
tary, and would not affect their progress on the course. 
They provided 20 minutes to complete the questionnaire.
Ethical issues
Throughout the study, the researchers addressed exist­ 
ent ethical issues. The student/lecturer relationship was 
a possible coercion factor and every attempt was made 
to alleviate this perception in students. Students choose 
freely to participate in the pilot study. A letter clearly 
advising the participant about the nature of the study 
was included with each questionnaire. The study 
received full approval from the local ethics committee. 
Anonymity was not maintained, as respondents had 
to be known by name in order to redistribute the 
questionnaire. However, strict confidentiality was pre­ 
served. In addition, once the data were entered into the 
computer and checked questionnaires were destroyed so 
that names were not associated with responses.
Method of data analysis
Data were analysed using SPSS. Descriptive statistics 
were analysed using frequencies and distributions.
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Results
Most of the group was female (96%). The age group 
of the cohort varied, with most of the respondents 
(70%) under the age of 40 years. Ninety-six percent­ 
age of the group were actively working as nurses or 
midwives. This was in a variety of health care settings, 
with the majority working in general nursing (56%). 
Forty-one percentage of respondents indicated that it 
was difficult to behave assertively in the workplace. 
Most of the group had received education or training 
in assertive behaviour (63%). They mostly received 
this during postregistration programmes (70%). A 
small number received this instruction during a pre- 
registration programme (23%). Prior education or 
training was not associated with responses to the 
question 'is it difficult to behave assertively in the 
workplace'? However, significant associations were 
observed with some assertive behaviour: saying no to 
all three groups (<0.05), making requests to nursing/ 
midwifery management colleagues and management 
colleagues (<0.05).
With regard to nursing/midwifery colleagues, the 
frequency of respondents that reported assertive beha­ 
viour is shown in Table 1. Most of the respondents 
reported that they either always or usually allowed their 
nursing/midwifery colleagues to express their opinions 
(93%). This pattern of reported behaviour prevailed in 
the two other groups nursing/midwifery management 
(Table 2) and medical colleagues (Table 3). The 
majority of nurses reported that these used this beha­ 
viour either usually or always across all three groups. 
Their were no statistically significant differences in 
responses.
Complimenting others was also rated highly. Most 
nurses (81%) complimented their nursing/midwifery 
colleagues either usually or always. The figures were 
slightly less with regard to medical (63%) colleagues 
and nursing/midwifery management colleagues (57%). 
Using Pearson's correlation coefficient, these differences 
were found to be statistically significant (<0.01).
Just over half the group reported either usually or 
always saying no medical colleagues (63%) or nursing/ 
midwifery management colleagues (59%). This figure 
was higher for nursing/midwifery colleagues (70%). 
These differences were also found to be statistically 
significant (<0.01).
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Table 1
Frequency of nurses' assertive behaviours towards nursing/midwifery colleagues in the workplace
Always Usually Sometimes Seldom Never
Frequency % Frequency % Frequency % Frequency % Frequency %
Expressing my disagreement with the opinions of others
Providing constructive criticism to others
Expressing opinions to others
Saying no to others where appropriate
Allowing others to express their opinions
Making requests to others



















































































Frequency of nurses* assertive behaviours towards nursing/midwifery management colleagues in the workplace
Always Usually Sometimes Seldom Never
Frequency % Frequency % Frequency % Frequency % Frequency %
Expressing my disagreement with the opinions of others
Providing constructive criticism to others
Expressing opinions to others
Saying no to others where appropriate
Allowing others to express their opinions
Making requests to others



















































































Frequency of nurses' assertive behaviours towards medical colleagues in the workplace
Always Usually Sometimes Seldom Never
Frequency % Frequency % Frequency % Frequency % Frequency %
Expressing my disagreement with the opinions of others
Providing constructive criticism to others
Expressing opinions to others
Saying no to others where appropriate
Allowing others to express their opinions
Making requests to others


















































































Negative aspects of assertive behaviour such as 
expressing disagreement with the opinions of others and 
providing constructive criticism were less frequently 
reported.
The numbers reporting frequent constructive criti­ 
cism behaviour with nursing/midwifery colleagues was 
low. Only 19% of the group reported that they either 
always or usually provided constructive criticism to 
others. Most of the group did this only sometimes 
(59%) or seldom (22%). A similar picture emerged with 
regard to behaviour with nursing management col­ 
leagues. Only 26% of the group reported that they 
usually or always provided constructive criticism to 
management colleagues. More than half the group did
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this only sometimes (48%) or seldom (22%). Similarly, 
only 34% of the group reported that they usually or 
always provided constructive criticism to medical col­ 
leagues. More than half the group did this only some­ 
times (41%) or seldom (26%). Nurses appeared more 
likely to use this behaviour with medical and manage­ 
ment colleagues, compared with their own nursing 
colleagues. This fact was supported by correlation 
analysis that revealed that the differences in responses 
were statistically significant (<0.01).
More than half of the respondents did not report 
expressing disagreement with others on a frequent 
basis. With regard to nursing/midwifery colleagues, 
many nurses either sometimes (52%) or seldom (11%)
© 2005 Blackwell Publishing Ltd, Journal of Nursing Management. 13, 61-67
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did so. "With nursing/midwifery colleagues, most nurses 
either sometimes (41%) or seldom (26%) did so. With 
medical colleagues, while many of the nurses either 
sometimes (52%) or seldom (4%) did so, a higher 
proportion reported usually or always doing so, com­ 
pared with the other two groups. Again, this finding 
was statistically significant<0.01).
Respondents were also asked to state 3-items that 
support the use of assertive behaviour in the workplace 
(Table 4). Colleagues were frequently reported as well 
as management, confidence and the atmosphere in the 
workplace. Colleagues, management and atmosphere 
were reported as militating factors (Table 5) in addition 
to time constraints.
The final question was open-ended inviting respond­ 
ents to provide their views on assertiveness. Two 
themes emerged from this data, education and training 
and negative connotations of assertiveness.
Education and training
Many nurses expressed the view that education and/or 
training in assertive skills was beneficial to them and 
should be provided to all practising nurses.
'I think it is so important for all health care pro­ 
fessionals to undergo personal development skills 
training. I have done so, and have found it 
invaluable'.
Negative connotations of assertiveness
Many respondents either perceived that people often 
interpreted assertive behaviour as aggression.
Table 4































'Unable to be assertive, where management or 
change issues are concerned. Still very old fash­ 
ioned view of the 'trouble-maker". 
Others perceived that sometimes people behave in a 
way that is assertive, but in reality is aggressive.
'People who feel they are being assertive can 
sometimes stray to aggressive behaviour. I feel 
sometimes that it is forgotten that being assertive 
isn't about getting your way and this is an 
important factor in being assertive'.
Limitations
There are a number of limitations to this exploratory 
study. The use of a small convenience sample may 
indicate that the findings are contextual, and are not 
representative. Of interest to note, however, is that the 
findings in this study, (except saying no), mirror the 
findings of the main study. In addition, the items 
reported in the open-ended items were used successfully 
to code the responses in the main study. However, 
although all of the open-ended items in section 4 
emerged in the main study, there were an increased 
number of these and the patient emerged as the single 
most reported item that supported assertive behaviour. 
This item did not appear in this pilot and serves as a 
indicator for the lack of representativeness of conveni­ 
ence sampling. This may be accounted for by the fact 
that all these nurses were engaged in study and at class 
at the time of completion and may not have had the 
advantage to reflect on practice in their home or work 
setting. The study is also limited by fact that a self- 
report questionnaire was used as this tool carries with it 
the risk that the respondent will respond in a socially 
desirable manner.
The study also assumes that assertiveness in a concept 
that is easily understood. Although a definition has been 
provided, it is possible that assertiveness may be con­ 
fused with aggression, which is a common occurrence. 
However, the survey questions are quite clear in out­ 
lining assertive behaviours, so the risk of misinterpret­ 
ation should be minimal. In addition, the questionnaire 
has been subjected to face and content validity.
.Another limitation of the study is that it does not 
actually measure assertive behaviour per se, but rather 
the participants' views on their assertive behaviour.
Discussion
The nurses in this study appear to conform to public 
view of the 'nice nurse' as suggested by Percival (2001).
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Indeed, they are most accommodating of others 
allowing all their colleagues to express their opinions 
with overwhelming frequency. They were less skilful at 
expressing their own needs, which is at the core of 
assertive behaviour. Expressing opinions, disagreement 
with opinions, providing constructive criticism and 
making suggestions were less frequently performed.
Differences emerged between reported behaviours 
across the three groups with regard to complimenting 
others, saying no, providing constructive criticism and 
expressing disagreement. This seems to support Perci- 
val's (2001) notion that nurses also accommodate their 
behaviour to suit what is expected of them. For example, 
many of them say no or disagree with medical colleagues, 
but not with their own colleagues. Complimenting nur­ 
sing colleagues is frequently reported whereas it is much 
less common with management colleagues.
This fact is surprising. Although nurses appear to 
have the ability to use assertive skills, their frequency of 
practice depends on the interpersonal role relationship 
involved. Indeed this very relationship can militate 
against using the necessary skills, and this finding 
emerged very strongly in the qualitative data. Col­ 
leagues and management emerged as the top two fac­ 
tors that both facilitated or prevented the use of 
assertive behaviour in the workplace. The general 
atmosphere also emerged as a facilitator and barrier to 
assertive skills. This supports Poroch and Mclntosh's 
(1995) work, which found that being isolated, disliked 
or punishment by nurse colleagues was a barrier to 
assertive behaviour.
Although in many cases, many nurses expressed 
performing behaviours either always or frequently, it is 
of concern to us that many nurses' behaviour frequency 
was low. It is obvious that while some nurses are cap­ 
able of assertive behaviour others are not, despite high 
numbers having received assertive training. Having this 
training did appear to impact on some assertive beha­ 
viour such as saying no and making requests, and the 
respondents themselves were very much in favour of the 
provision of training to all nurses.
Conclusion
Despite current dogma, medical dominance (Castledine 
1997) does not emerge in this study as a factor that pre­ 
vents the assertive behaviour of nurses. It does appear, 
however, that behaving assertively may be inconsistent 
with what nurses view as appropriate behaviour. The 
respondents highlighted the negative connotations asso­ 
ciated with assertive behaviour. The majority of their 
behaviours conform to that of a nice nurse.
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It is also possible that interpersonal relationships and 
roles within the health care setting create barriers to 
using assertive skills. While nurses may have the 
necessary skills, they may avoid retribution by avoiding 
conflict and taking the passive role (complimenting, 
allow the other to speak) in certain circumstances. 
Management colleagues emerge for the first time as a 
barrier to using assertive skills and nurses report using 
assertive behaviour less with this group.
An obvious benefit from this study is the development 
of a valid and reliable tool that can be used interna­ 
tionally to describe assertive behaviours. For local 
improvements to take place managers may need to 
consider using this tool in conjunction with focus group 
discussion, to highlight key problem areas.
We recommend that managers working in clinical 
practice provide nurses with in service education/ 
training programmes in order to equip them with the 
necessary knowledge and skills to interact with their 
colleagues in an assertive way. We also recommend 
that local policies and guidelines reflect a commitment 
to an atmosphere conducive to assertiveness. We 
suggest that managers should reflect upon their effect 
upon subordinates and the consequences of this 
for care outcomes. We also suggest mechanisms 
should be put in place to strengthened relationships 
between nurse/midwives and medical/management 
colleagues.
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Appendix Two: Narrative One, Project One: Returning to the experience 
in the domain of Self-1 (Nursing Practice 1985-1994)
*Pseudonyms are used throughout to preserve the identity of named establishments
I completed my nurse training in 1988 in Marley Park*, a 600-bedded hospital in the 
south of England. As a modern hospital (1974) and relatively new school of nursing, 
the School had adopted the newly developed Roper-Logan-Tierney (RLT) (1980, 
1985, 1990,1996) model as the central focus of their curriculum. The school was 
small (approximately 120 students; between 8 and 30 students per three-yearly 
intake) and therefore intensive and well-organised forward planning was available to 
us from day one. All three years of placement, theory in addition to the fully bound 
curriculum was available to each student in the first week of attendance at the 
program. It exuded RLT. Our manner of learning was structured around this model 
and all examinations and assignments related to this as the theoretical foundation.
The wards of the hospital were divided into small modern bays of 6 patients with a 
number of side rooms. They utilised the RLT (1980, 1985, 1990, and 1996) model 
and nursing process in all areas and practice was embedded in the individualistic 
notions of caring to which the RLT aspired. Both staff and students were involved in 
devising and updating care plans, which were held at the entrance to each nursing 
bay. The implementation of the model also included patient allocation, an alternative 
way of working associated with nursing model use. Care for patients was planned 
and operated on an individual basis.
In the second year of training one completed a 'total patient care assessment'. This 
was a practical assessment (one of four) that contributed to the overall award of the 
final nursing certificate. As every student completed this, numerous wards in the 
hospital became caught up in the excitement, supporting the students as they 
prepared for the big day.
One was obliged to know the patient's history and diagnosis very well and prepare an 
individual plan of care (based on RLT) that I presented to the examiner. The 
examiner then observed me act out this intervention over the course of 3-4 hours 
during one duty. From my perspective, the use of the RLT in Marley Park, perhaps 
facilitated through the relative novelty of the hospital and its staff (perhaps an 
absence of old ideas), provided a holistic caring environment for patients in its care. 
Furthermore, the work of a nurse (or nursing student) was very satisfying as a result 
of patient allocation, and the facility to plan the care for each patient in your own 
particular way. There was also very little by way of visible hierarchy in Marley Park, 
everyone was equal. The hospital director was always courteous, friendly and 
respectful to students. Students, staff and ancillary staff were equal on the ward team 
and often socialised together. It was an altogether happy place to be.
Once I had qualified I began employment in a substantially older hospital in the 
suburbs of London (Branston Hospital*).
The ward where I was allocated to was a 36-bedded busy surgical ward, primarily 
specialising in Ear Nose and Throat (ENT) and Haematology. They also received a 
number of other booked surgical admissions including dental, with a total of nine 
referring consultants. The ward was well organised and staff nurses spent a 
considerable part of their time 'in-charge' of the ward. The ward (and the hospital) 
also utilised care plans and the RLT Model, as a recent importation to old ways of
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working. The particular adaptation on the ward where I was working lacked the 
flexibility that I recalled from Marley Park. The charge nurse required a standard set 
of problem, goals and actions for each patient group. 'Need for hospitalisation' was 
the standard first problem and the actions were: ' prepare for theatre', 'shave', 'fast', 
'premed' and so on in a prescriptive list of routine interventions for pre operative care. 
As the tasks were complete a green highlighter pen was to be used to indicate 
completion. Any deviations from the standard care plan required by the charge nurse 
or use of alternative pens was met with consternation.
The charge nurse was innovative insofar as she required nursing handover 
performed using the care plans only (as opposed to the continuation notes which are 
often used in practice). However, this posed great difficulty for me, as most care 
plans were identical! Although names were available, in the face of 'need for theatre' 
as the main problem for most patients it was difficult to recall the exact nature of the 
complaint when sitting at the nurses' station for report. The charge nurse did not 
favourably receive such memory lapses!
From Branston Hospital I returned to work in Ireland (1989). Having been away for 
four years I was looking forward to exploring nursing in an Irish context, as I had 
never worked in an Irish hospital. The first thing that struck me (very strongly as I can 
still recall it vividly) was the manner in which nursing reports were conducted. On a 
variety of agency duties, I discovered that reports mostly consisted of a report of the 
most recent blood pressure, pulse and fluid balance with occasional and sometimes 
common parochial (prejudice laden) references to the patients' personality or 
behaviours. 'He's cracked' (crazy) was uttered for at least half the patients on one 
care of the elderly ward, and I came out of the report not much wiser to the condition 
of the patients. Nursing Kardex ©, rather than care plans, were in general use 
(although the Working Party Report) had recommended the nursing process for use 
in 1980 (Department of Health 1980), and my getting to know the needs of the 
patients was very much on a trial and error basis. Indeed the methods of working did 
not often aspire to attending to these needs as roles and responsibilities were 
ascribed in a serious of duties: washes, observations (blood pressure, pulse and 
temperature) and 'back rounds'. Back rounds were four or six hourly turns of all 
patients using a specifically designed 'back' trolley that included a washbasin and all 
relevant paraphernalia. A similar trolley was used for the morning washes. There was 
nothing individualised about care.
After a short period, I secured a permanent position in a large Dublin Teaching 
Hospital (St. Thomas'*).
In the initial six months I was assigned to a four bedded cardio thoracic ward, and 
although care plans or nursing models were not utilised, a biomedical systems 
approach was used by the staff which was operated on an individual basis due to the 
staff/patient ratio of one-to-one. From there I moved to a 34-bedded 
medical/endocrinology ward for a six-month period.
The ward contained two large bay areas (n=14) at opposite ends and three side 
rooms accompanying each. The staff allocation was spilt each morning, half to each 
end. Unlike my UK experiences the staff, student and attendant (auxiliary nurse) 
were not in the habit of getting together initially to discuss the plan of care, but rather 
the three went their separate ways doing their own jobs in the tradition and fashion of 
this particular ward. This involved the staff nurse, student and attendant attending to 
patient hygiene (the 'washes' or the 'bed baths') mostly performed independently 
(one-to-one). This occurred from Sam to 9.30 am, after which time the student and 
attendant dropped tools and went on a half an hour tea break, after which the student
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'did the obs' (observations-temperature, pulse and blood pressure) and the attendant 
'did the crofts' (changed the waterjugs).
I got a real shock the first day this happened, as there was no prior warning, the staff 
just disappeared, and I was left with more than six washes to perform alone! More 
shocking than this, was that the routine in the afternoon was that the student sat 
down and wrote out all the patient notes on the Kardex © and the nurse performed all 
the wound dressings (up to six) alone! My shock at this turn of events was not the 
level of work that I had to do, but the sheer routine nature of the work and the 
reduced quality of attending to patient hygiene and dressings alone and under time 
pressure (never mind the reduction in student learning). The observations were 
laboriously routine-based. All patients were on four hourly observations, and reduced 
in frequency only by the charge nurse. These were mostly required for the officious 
doctors' rounds in the morning, where large teams, with charge nurse in tow 
inspected the patterns made by the observations. My plans to reduce unnecessary 
observations (as I had done as a senior student in the UK, under supervision) fell on 
deaf ears with the charge nurse, and my next plan, to improve care delivery was an 
attempt to replicate the individualised care that I had witnessed in the UK, ultimately 
met a similar fate.
As a small team we planned the care briefly in the morning and attempted to reduce 
the routine nature of the observations by attending to them during or after the 
hygiene period. The charge nurse did not meet this favourably. My system also 
involved beginning washes as soon as patients had finished eating breakfast. One 
lady, Annie, (a long-term patient awaiting community placement who had intellectual 
disability and blindness) required a daily shower and I liked to take her out first. One 
particular day I was confronted by an angry ward sister 'y°u know you are not 
supposed to wash patients until all breakfast trays have been removed'. I attempted 
a defence, but resistance was futile. From then on, 1 waited on the starting line and 
began the 'washes' as instructed. As previously mentioned, the staff tended to work 
independently, a habit that was difficult to break, particularly as all the 'washes' had 
to be done (a) after the tray removal and mostly (b) before 930 tea break (as the 
student and attendant disappeared). This left less than an hour to attend to 17 
patients! One day upon checking up on the other two-team members, I went into the 
bathroom to find Annie showering in the cubicle and another patient (also called 
Annie) being washed in the bath. The lady in the bath was admitted due to increased 
deafness and ear infection, thus the attendant was saying in a raised voice ' I am 
going to shampoo your hair now' at the same time, Annie in the shower blasphemed 
and said that' you have already washed my bloody hair'. We three laughed at this.
However, the fact that the working practices that I had been powerless to resist 
reduced my care to this had a profound effect on me. I was determined to change 
practice and raise awareness. Speaking with the charge nurse was unproductive. All 
staff on the ward were socialised into this way of working and it was difficult to 
convince others of the need to examine working practices. Coincidentally, at this time 
(1990) RLT care plans were being introduced into practice (Condell 1998) and a 
committee was formed that provided for working between the school of nursing and 
staff towards implementation. The hospital director chaired the group. At this forum I 
very gently raised my concerns about staff nurses performing dressings without 
students (a mandate to (successfully) change this was immediately implemented as 
the director reported that students had recently complained about qualifying with little 
or no experience in this area). I spoke about the level of unnecessary observations 
and of a (then) recent retrospective analysis of the temperature recordings of a large 
number of patients over a 5-year period at the hospital (Carey 1990) that found that 
few of the temperatures recorded were abnormal and indeed most of the abnormal
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findings were recorded outside of these 'routine' times. The conclusion was that the 
optimal time to record temperatures was in the evening, at 6pm. I questioned 
whether observations on certain wards could be reduced and this was also 
implemented.
In that very moment I realised how very useful both my personal knowledge and 
research findings could be in the empowerment of myself (in the first instance, both 
being able to speak and vocalise and also to have work practices changed) and other 
staff, who unbeknownst to themselves now had a better way of working. They were 
still not empowered yet enlightened.
My final placement in that hospital was coronary care. This was preceded by a 
twelve-month placement on a busy surgical ward where routine practice was rife. Still 
on the care plan committee I questioned (local consciousness raising was completely 
ineffective) the usefulness of the 'back round' (performed every evening starting from 
one end of the ward to the other, those patients who required 2 hourly turning didn't 
receive it; patients were turned whether or not they needed or wanted to be!). 
Interestingly, the perpetuation of the routine was not by the charge nurse in this case 
(she was largely distant and removed from happenings) but rather from the staff 
itself. Due to these routines the staff felt busy and under pressure all the time; they 
constantly requested staff assistance and refused to look at their working patterns. 
To compound matters, they began to 'help' the next shift. The night staff performed 
two bed baths (no choice for dissenters!) at 5.30 am for two long-term clients in a 
vegetative state. Eventually, the day staff did the night time drug round at 7pm. Once, 
I and another colleague requested the day staff to leave the drug round to us when 
we were on nights, to point blank refusal. As time went on this round began earlier 
and earlier. When I saw sleeping pills on the locker of one patient at 5.30pm I knew it 
was time to call a halt. I and another colleague made a complaint to the director of 
the area, and changes were implemented as a result. Some years later, while doing 
agency on the same ward during college, I innocently asked why the drug round was 
no longer performed in the evening, 'Oh Miss. XX (the director) put a stop to all that', 
(as a result of our complaint as it happened).
My three years in coronary care, with nine patients was considerably less ritualistic
and routine orientated. This unit cared for patients with coronary heart disease CHD)
(myocardial infarction, unstable angina, post angiogram and post angioplasty). RLT
based core care plans (condition based with generalised care on each plan that
could be adapted) were in use, and an innovative charge nurse prioritised
assessment and planning over bed baths! However, this implementation of new (or
relatively new) changes within nursing was actually adopted in a very ritualistic
fashion. The twelve activities of living (AL's) were reduced to ten (death and dying
and sexuality were removed in consultation with the charge nurse as they were
deemed inappropriate!). These were in a list form that guided assessment. The first
in the list, and the first item to be assessed was communication. The charge nurses
often checked us during assessment period each shift to see if we were following the
correct order. Indeed I was reprimanded one morning for commencing with
breathing. Similarly, education and rehabilitation for patients was very routine. The
individualised approach adopted within the newly implemented care plans required
each patient to receive education (with CHD) on the risk factors associated with the
development of CHD (gender, family history, diabetes, high cholesterol, inactivity,
diet, obesity, smoking) as well as a talk on the anatomy and physiology of the heart,
resuming activity (including sexual activity and driving). Again this education
provision was closely monitored. I did adapt the risk factor education for some 83
year olds (as it seemed ludicrous to ask them to adopt a low fat diet at this stage),
however this was not an action that could be discussed at report (when questioned
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by the charge nurse). Instead I would say that the patient was in denial and not 
receptive to information right now (which was acceptable as a normal phase post 
myocardial infarction).
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Appendix Three: Narrative Two, Project One: Returning to the 
experience in the domain of Self-2 (Nursing Practice 1994-1997)
In 1994 in Ireland staff turnover was very low and staff retention high. Senior 
positions consisted mostly of charge nurse, and there were minimal of these in 
existence (usually one per ward). My conclusion was (a) those in these powerful 
positions with old ways of looking at things were likely to stay there for a long period 
(this truth was borne out, as most staff referred to above retain their positions 10-15 
years after the event) (b) it was highly unlikely that I would attain a promotional post 
before the age of forty (this was also borne out, as many of my contemporaries 
remained in the wards and units and only a small number have received promotion 
and this is mostly due to a huge expansion in promotional posts since the 
Commission on Nursing (Government of Ireland 1998). Therefore when an 
opportunity to pursue a career as a nurse tutor arose (an advertisement for a three 
year full time degree at a Dublin University) I saw this as an alternative promotional 
route, and a route to being able to have more power to influence or change practice. 
What I encountered during this change was different to what I initially expected.
I hadn't really anticipated the effect that the college experience would have on me. I 
remember the first day vividly. I sat in the registration hall and I felt so happy and so 
free. The college was a self-contained university campus, so everything around was 
a reminder of college life. Having been enshrined in hospital/nursing situations for 
nine years this was a huge change for me with unexpected feelings as a result. I 
found it liberating not to have to behave always as a professional as I walked around 
college, whereas within the hospital you wore a uniform and felt obliged to maintain a 
disciplined manner. As well as the uniforms, there were neat hairstyles, badges and 
lots of other symbols of discipline and order that I felt I could now shed. Now I didn't 
do anything resembling a wild student. But I changed my style of dress to a more 
casual one, and felt comfortable in class giving a divergent opinion (this was the 
extent of the rebellion to the chains that bound me. But all the same I felt free).
I was also afforded the opportunity to continue to work most weekends and summers 
as a nurse in a variety of settings. This role provided me with a little power to make 
choices for patients, as I had nothing to fear from the establishment, as I was not an 
employee. I often then used my assertiveness skills to make requests or state views. 
For example one night in a private hospital the nurse in charge would not call the 
duty doctor upon my request (for low urine output) as he was asleep. Assertiveness 
skills rectified this situation. I also sought out an opportunity to work in London as an 
agency nurse. I had a curiosity to see if a similar situation existed. My views of 
English nursing were very rose tinted based on my experiences of Marley Park. 
Certainly, the areas where I worked were more advanced in their use and integration 
of care plans; routines were not so predominant as in Ireland. However, there was at 
times an over concern with the work of nursing. Intensive care units for example were 
often quiet places with little talking to patients while the work of nursing was done. 
Again the ritualistic and routine of care planning was evident in one area, where only 
the patient problems/needs and routine plan of care was reported to oncoming 
nurses, without indication of their social or medical history. This was particularly 
uncomfortable for me on this particular ward dealing with patients with HIV/Aids.
Shortly after starting the degree course two other items felt very empowering and 
invigorating. Firstly, I outdid all the other performers on the first essay (a book review 
of Oliver Sacks' A Leg to Stand on' 1991). This opened a novel opportunity for me- 
freedom to speak and express opinions in the written word as well as in class. 
Secondly, the knowledge that I gained in the first year (biology, sociology, chemistry,
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psychology, microbiology and nursing) really sent my head spinning. After studying in 
the evening, I used to lie awake at night and think about the social and psychological 
sciences and their relevance to the world around us (I used to call this 'orbiting'). I 
found it very liberating not only to have this 'extra' knowledge; but also to have it in 
the particular context and level (I had attended one certificate level course per year to 
date without the same effect). I discovered another world that existed outside the 
world of nursing. All topics were new and exciting. Primary health care and health 
promotion were very strong themes in the course. As I had most recently worked in 
Coronary Care prior to starting the degree, sociology, psychology and primary health 
care influenced me to re evaluate the way I viewed patient education in that setting.
My self-awareness grew through the exploration and justification of my own definition 
of health and health promotion. I was quite surprised that my notion of health and 
health promotion was firmly enshrined in the medical model of health. I had 
considered myself already knowledgeable in this area, and I was shocked at how 
short sighted I had been. My practice was similar to health education (one to one and 
information giving) as opposed to health promotion (Jones and Naidoo 2000).
I critically reviewed and developed my ideas about my approach to health promotion. 
I was quite amazed to see that it could be described as authoritative (Jones 2000). I 
began to understand the influences on my thinking. Local policy and practices guided 
my practice, and although I had perceived deficits with this, I was not knowledgeable 
enough to recognise or put words to what the deficits actually were. The approach to 
patient education in coronary care, reflecting the lifestyle approach, had both national 
and international approval and reflected a local response to national targets and 
international health promotion targets (Jones 2000). While I had thought that I 
advocated and used a holistic approach to nursing care, I had not translated this 
holism into my personal thinking and practice in relation to health promotion. The 
limits of a medical approach became apparent to me and I developed a new way of 
thinking about health. I became willing to move away from a lifestyle 
(persuasive/individualistic) approach, realising that it was victim blaming (Jones 
2000).
I began to align my thinking with changing priorities in health promotion, (Jones 
2000) where health is conceptualised as a state of not just freedom from illness, but 
of psychological and social well-being. For the future, I decided that my practice 
would be guided by values of the Ottawa charter social justice, participation, equity, 
and empowerment (Jones 2000) and reflect a less conservative and more collective 
approach. As a result of my nursing experience, my internalised views were at odds 
with contemporary health promotion theory and practice. Thus began fundamental 
changes in my definitions of health and health promotion and my own practice was 
challenged. Although, nurses deemed these principles important at the time (Condell 
1998) there were barriers to their use in practice and ultimately little actual realisation 
of their use (Treacy and Hyde 2003).
From my reading within health promotion theory at the time, the first step in provision 
of an empowered approach was assessment of patients' needs (Mangay-Maglacas 
1988). This provided a basis for provision of programmes that were suited to patient 
needs rather than driven by the health care agenda. I recognised with my new skills 
of literature review that the use of rituals and routines of care and failure to address 
individual needs of patients was not confined to Ireland, but was a widespread 
problem and I addressed this in my paper (Egan 1999a,b). Upon leaving college (in 
1997) my aim was to conduct a study, which I did, (Timmins and Kaliszer 2003) (the 
preparation for which I began in 1997/1998 and I performed in 2001-2002) which 
would ascertain these needs.
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Appendix Four: Narrative Three, Project One: Returning to the 
experience in the Domain of the World-1 (Nursing Practice 1997-2000)
Having completed my degree, initially I worked in a hospital-based School of Nursing 
(1997-2000) that was hierarchical and oppressive. It was very restrictive and 
prescriptive in relation to the scope of teachers (nurse tutors) practice, and espoused 
conformity to a set of routines. Working in this environment after the liberation and 
freedom experience at university was very oppressive. Unlike the previous 
experiences (in the domain of self), I now had awareness that I was working in an 
oppressive environment, and indeed read Friere (1970) during my time there. In a 
sense, this realisation and awareness was more painful than my previous experience 
(in the domain of self). Friere describes this situation, whereby providing awareness 
to the oppressed can cause unrest. In my early nursing years, while I felt discomfort, 
I think that these were offset by my lack of understanding and naivety. Oppression 
within the nursing school was terribly disheartening. Having struggled for so long to 
be free and having been given a glorious taste of freedom in University, my dreams 
for this role were ultimate self-realisation through the practice of my new found 
knowledge. However, this situation was not to be. The school was operated like an 
antiquated ward environment, with strict rituals around behaviours.
The approaches that nurse teachers used at the time to support students on the ward 
were adhoc. Brown et al (2005) noted a lack of consensus regarding the clinical 
teaching role among nurse teachers. In this School of Nursing, some tutors worked 
alongside students as they attended to the hospital routines (bed baths, 
observations, dressings, which still predominated). Given my aversion to this type of 
practice, and having heard complaints from students that all they did was 'the obs' 
which were terribly dissatisfying for them (interestingly I came across a new concept 
that I had never come across in the UK 'FIJ's'- fill in jobs, whereby students became 
accustomed to forging the observations. I don't know how widespread this was, nor 
had this phenomenon been well documented. Recently, Semple et al (2001:60) 
confirmed that nursing students were subject to 'social influences' rendering them 
likely not to trust their own measurement of observations, but to respond in a socially 
desirable way, for example by copying the last recording instead of writing the true 
finding. I later had personal experience of this during my own hospitalisation for 
pleurisy while pregnant in 2002. I was admitted to a private hospital, which did not 
have students. While my respirations were 36 on admission and 18-20 on discharge 
(by my own count) only one nurse during my week's stay report them as such. I had 
a straight line at 16 for each day.
Another item that encouraged students to focus on the tasks of nursing at that time 
was the wish to 'see things' during their limited exposure (with the advent of the new 
Diploma education). This focused on students getting as much exposure to as many 
experiences as possible, often fearing that they would 'miss out' on an experience. In 
reality, this resulted in students chasing experiences. For example, a student might 
have expressed a wish to move from their current client focused care to another area 
to witness a wound dressing being removed, or an injection being given. While it was 
not incorrect for students to desire exposure to the many interesting items that 
occurred, I felt that it was important for them to view their experiences in a less 
superficial way and become more concerned with the process of learning on the 
clinical area and with holistic patient care rather than task centred care. I also wished 
to use evidence-based approach to my practice teaching that would engage the 
students and promote their learning.
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In order to encourage students to move away from the focus on observations and 
other ward routines, I examined ways of clinical teaching that would be more 
encouraging. My first step in providing clinical teaching during this post was to 
examine the literature on the topic. Rather than role modelling the clinical teaching of 
my peers I sought an evidence-based approach. This search revealed two interesting 
methodologies that I chose to use: case study presentation and the use of learning 
contracts. I was struck by the enthusiasm within the nursing literature for the use of 
learning contracts to support a '... move from a 'traditional' role of a nurse tutor to a 
more facilitative model' (Riseborough 1994). The contract suggested ' an alternative 
way of structuring a learning experience, in which a content plan is replaced with a 
process plan' (Lowry 1997). This seemed like a good solution to the routine approach 
of the traditional nurse tutor.
In conjunction with the clinical support staff in the area, I developed a six-week plan 
that involved each student preparing a case study for presentation to the group and 
also simultaneously developing a learning contract that focused on one particular 
area of learning. I supported each student individually to prepare for both these 
items, and time was set aside each week for the group of students to meet the 
clinical support nurse and myself in a private room. I also saw students individually 
on three separate occasions to develop their contract. There were on average five 
students present at each six-week rotational placement. The last week's meeting was 
devoted to students' reflection upon their learning contract using a model of 
reflection. Thus I developed a threefold model for clinical teaching that involved case 
study presentation, learning contract development and reflection. These initiatives 
were supported with weekly group meetings and one-to-one sessions to support their 
contracts.
During this time students used their learning contract to focus their learning on 
chosen areas such as client admission, suture removal and administering an 
injection. Students did initially find the outlining of learning objectives difficult, again a 
point noted in the literature, the one to one support assisted all students to attend to 
this appropriately. Identifying and specifying resource needs was another area where 
students needing prompting to remind them of the resources available to them. 
During one 12-week period, the views of 10 nursing students were noted. All 
students agreed that the learning contract and the case studies benefited their 
learning. Overall they reported that the use of the contract focused their learning in 
one particular area and helped to develop reflective skills, themes that are mirrored 
within the literature. Student comments included the following:
'Encouraged reflection which I now feel is a benefit to all staff'
'Made you think more about what you were doing...listening to others' 
contracts made you think more about other areas as well'
The contracts gave the students freedom to learn. Freedom is a theme that 
permeates the literature on the topic (Me Allister 1994, Riseborough 1994, Lowry 
1997) and indeed was a feature that encouraged my own learning at university 
(Narrative Two Appendix Three). Consistent with my growing professional working 
theory students demonstrated that they were quite capable of independent learning, 
having been provided with good direction and guidelines, resources and through 
encouraging and building confidence by the individual attention that they all received. 
Thus I developed an interest in providing tools, frameworks and information to others 
that facilitated them to learn for them and ultimately move away from a medical 
model of nursing and routines towards holistic thoughtful practice.
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3.1 Introduction
This section provides an analysis and critical reflection upon Project Two. In 
keeping with the aims of my portfolio, the framework for critical reflection 
(Figure 5 Section A page 51) is used with the purpose of identifying my 
original contribution to knowledge through the provision of a reflective 
overview of this project. The findings of this investigation serve to construct 
my professional working theory. A summary of the project is first outlined and 
supported by my published book (Timmins 2005). This is included in the 
Supplementary Materials for Project Two (page 298). The next section uses 
my framework for critical reflection (Figure 5 Section A page 51) to critically 
examine the conception, application and interpretation of the Project.
In order for the reader to navigate freely within this section portfolio it is 
necessary to describe in a little more detail the interrelationships between 
subsections. My reflections on Project Two are presented in the first part of 
this section (3.2). My framework for critical reflection provided the necessary 
tool to explore and make explicit the coherence and continuity within my work. 
It also encouraged me to reexamine not only the project but also its 
antecedents and consequences. In some cases I refer to personal narratives 
and these are presented as appendices (page 421) within this section. These, 
together with supplementary materials (related published material page 375) 
provide evidence for my critical reflection that ultimately informs the 
overarching statement. The supplementary materials (page 296) firstly include 
the research study, which is the critical element of Project Two (Timmins 2005 
page 298). While a summary of this project is provided within, the reader is 
encouraged to refer directly to the project on page 298 while reading this 
section.
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3.2 Summary of the Project
My book (Timmins 2005 page 298) sought to build on the previous project 
(Section B page 131) by further encouraging cardiac nurses towards 
individualised client care using both nursing theory/conceptual models of 
nursing and nursing research as the theoretical basis for this.
The book (Timmins 2005 page 298) highlights that while many academics 
suggest that nursing has moved away from routine and ritual based care 
towards theory-based care over the past 30 years (Alligood 2002), rituals may 
still prevail in everyday practice. In response to perceived notions of ritualistic 
nursing I aim to highlight the importance and necessity of research based 
nursing. Orem's (2001) Self-Care Deficit Nursing Theory (SCDNT) is 
introduced in my book as both a research-based theory and a conceptual 
model of nursing that has particular relevance for Coronary Care nursing. My 
book provides examples of the SCDNT use in Coronary Care (CCU) thus 
illuminating the ability of this model to guide CCU nurses when caring for 
cardiac clients. This suggestion and illumination of SCDNT to support nursing 
interventions in CCU is an original published application.
As indicated by Hyde et al (2005a) the Roper Logan and Tierney Activities 
Model (RLT) is widely used in both the UK and Ireland (Roper et al 1980, 
1985, 1990, 1996). Its use is predominant in the Republic of Ireland (Hyde et 
al 2005a). My proposal of the use of the Self Care Deficit Nursing Theory 
(SCDNT) (Orem 2001) recommends a novel approach to nursing for many 
Coronary Care units, particularly those in the Republic of Ireland. This 
proposal arose from an extensive literature search and theoretical 
interpretation of the literature in this area. The RLT Model is said to remain 
entrenched in the medical model (O'Connor and Timmins 2003). Indeed one 
of the original authors, Alison Tierney (Tierney 1998: 81) accepts that the RLT 
model does little to 'loosen nursing from the medical model'. SCDNT offers a 
more holistic and client centred approach to care. Based upon the principles 
of self-care, it espouses a partnership approach to nursing, with particular
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emphasis on individual client needs. While the original author of the model 
(Orem 2001) proposes generic usage across nursing disciplines, my 
development of actual care plans for cardiac patients is a novel concept that 
does not appear in other books. Anecdotally, both practising nurses and 
nursing students find this book useful. A recent review of the book (which 
received an 'excellent 5-star rating') noted
'this is a stimulating and comprehensive introduction to conceptual 
models and theory.... an excellent reference for cardiac nurses and 
students who are keen to implement nursing based on conceptual 
models in their practice' (Read 2006:36).
My book acknowledges that current models of nursing are often regarded as 
difficult for nurses to use in practice due to their abstract nature, non-specific 
approach and synonymy with documentation. Although some attempts at local 
adaptation of models have been attempted, I encourage a rigorous and 
systematic approach to this. I suggest, in the book, that conceptual models of 
nursing such as the SCDNT could be used and adapted for use at local level. 
This suggestion is not original, as other authors (Sutcliffe 1994, Graeme 2000) 
have referred to this adaptation of the RLT model in the published literature. 
Building on their work, I also suggest application of conceptual models that 
concur with the philosophy of the area of practice. However, as Dunleavy 
(2003) outlines, I have revisited this notion, providing a new perspective and 
applied the idea of adaptation to the SCDNT for the first time. Furthermore, I 
provide a framework for this venture. Such a suggestion reflects originality.
'Here originality involves encountering an established idea, 
viewpoint or method in part of your discipline (or in a neighbouring 
discipline) and then taking that idea for a walk and putting it down 
somewhere else, applying it in different context or for a different 
purpose' (Dunleavy 2003:40)
Care pathways, which are becoming more common in nursing practice, are 
also discussed in depth within the book. I provide a very comprehensive 
discussion of care pathways and their development that is quite informative 
for cardiac nurses and is also the only place wherein such a comprehensive 
discussion occurs that applies to this group. Furthermore I also outline a
Project Two Contemporary Issues in Coronary Care Nursing Section C 268
method for developing critical pathways based upon the literature on the topic.
There is a distinct focus on client education and self-care within the book. 
SCNDT endorses client education as a valuable component of self-care and I 
conceptualise the education of cardiac clients within the delivery of care using 
the SCNDT. Again an original feature of the book is integration. Very often in 
nursing there is one text devoted to nursing models, another to education, 
another to communication and so forth. With my book I have integrated 
approaches to care (conceptual models of nursing) with client education in a 
cohesive fashion. This suggests a new conceptual educational framework that 
encompasses SCDNT, current research and educational theory. This is a 
unique conceptualisation of client education and it provides a theoretical 
framework to guide the educational process in CCU.
My book (Timmins 2005) aims to enhance nurses' understanding of the theory 
base that informs educational practices in CCU, illuminating the research 
base that exists and providing tools for assessment of patient's learning needs 
and readiness to learn. These latter newly developed instruments of 
assessment are another original contribution in response to the identification 
of a need for such a tool in this area (Scott and Thompson 2003). I developed 
an original tool for use during a nurse assessment. This tool when used, 
allows the client and family to choose preferences from a menu of educational 
topics, while adding personal information needs. It also allows examination of 
the clients' readiness to learn in order to establish whether they are ready or 
not to receive information. An adaptation of the Health Belief Model (Hijeck 
1984) is incorporated into this and allows for assessment of the individuals' 
beliefs about their health. This provides the nurse with an understanding of 
the barriers that may exist to the provision of information.
The book is divided into seven chapters. Chapter one describes the 
development of nursing theory and its relevance and application to 
contemporary nursing in CCU. Chapter two outlines the evidence base for the 
use of nursing theory and outlines conceptual models of nursing and
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pathways of care used in nursing. It suggests the use of SCDNT to guide 
nursing care in CCU. Chapter three provides an outline of three care plans to 
guide nurses caring for clients with acute cardiac conditions. Chapter four 
outlines the role of the nurse in risk factor management. Chapter Five outlines 
theory and application of patient education for CCU. Chapter six describes 
barriers to and ways of facilitating research utilisation in CCU. Chapter seven 
describes contemporary approaches to nursing care management in acute 
cardiac settings through the description of the evolving nurse led services and 
the suggestion of ways forward for this area.
3.3 Reflection upon Project Two
In keeping with the aims of this portfolio, my framework for critical reflection 
(Figure 5 Section A page 51) is used with the purpose of identifying and 
further elucidating my original contribution to knowledge through a critical 
reflection on this project. Using this framework, my reflections are presented 
under Barnett's (1997) three domains of reflection: knowledge, self and the 
world. Within each of these themes, reflections are further broken down 
according to the subheadings from Boud and Walker (1990, 1993): returning 
to the experience, attending to the feeling, evaluating the experience and re- 
evaluation. The final section provides conclusions from these reflections to 
inform my overarching statement. In keeping with the aims of this portfolio, my 
framework for critical reflection (Figure 5 Section A page 51) is used with the 
purpose of identifying and further elucidating my original contribution to 
knowledge through a reflective overview of my project. The findings of this 
investigation serve to construct my professional working theory.
3.3.1 Critical Reflection in the Domain of Knowledge
3.3.1.1 Returning to the experience
Much of my impetus for Project Two was to compile a knowledge base to 
inform coronary care nursing. Cognisant of nurses' struggle to work within the 
confines of the medical model I aimed to assist them simply to use and apply
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both theory and research to practice in order to adopt a more client centred 
approach. I aim to address this within my book by providing a simple 
background to the development and use of theory and research within nursing 
(and coronary care). I provide methods and frameworks for the use, critique 
and adaptation of conceptual models as well as a discussion of the barriers to 
research utilisation and ways to overcome this within my book (Timmins 
2005).
The book (Timmins 2005) represents evaluation of knowledge, theories, 
policy, and practice (Barnett 1997) in relation to coronary care nursing, 
particularly in relation to patient information giving, the use of conceptual 
models of nursing and research-based practice. I was influenced by my 
perception of the ritualistic practices, lack of research and inappropriate use or 
lack of use of conceptual models of nursing.
I witnessed the practice of many routines and rituals in a medically dominated 
model of care in the Republic of Ireland. Prior to commencing the book, I 
believed that excellence in nursing practice required (1) an evidence base (2) 
a theory (conceptual model) base and (3) individualised client care based on 
individualised needs assessment. My evaluation of current knowledge, theory, 
policy and practice in coronary care at the time led to a considerable portion of 
the book being dedicated to the understanding, use, critique and application 
of nursing theory and conceptual models for nursing for coronary care nurses.
3.3.1.2 Attending to the feeling
I was unaware at the outset of the book of the extent to which theory 
development in nursing was believed by some to emanate from a struggle for 
increased international recognition of nursing as a profession. A distinct 
knowledge base is one claim to professionalism that has thus far eluded 
nursing (Wilkinson and Miers 1999). Nurses (particularly North American) 
continuously worked towards a unified theory of nursing. The power of nurses 
is often linked to the extent to which they are deemed to be professionals 
(Wilkinson and Miers 1999). It was disappointing for me to see that it was
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disempowerment of the nursing profession that may have prompted many of 
these nurse academics to develop theory to legitimise nurses' power, as I had 
such a belief in their potential for nursing practice. The sparse evidence base 
supporting conceptual model use further disappointed me. Even though I had 
performed an in-depth search of the literature in this area and spent a great 
deal developing the examples, care pathways; I discovered they had a much 
greater evidence base supporting them. I realised that I had a difficulty letting 
my belief in conceptual models of nursing go. I had internalised firm 
commitment to them from the outset of my career. However, the 
representation of conceptual models of nursing within my book is fair and 
accurate and allows nurses to make their own judgements. I also present a 
detailed discussion of care pathways and ways to develop these. Thus 
although I advocate conceptual model use I suggest an approach that uses 
critical analysis to find the most suitable model and indeed suggest that these 
could be further developed to perhaps include care pathways.
I also was disappointed that despite much devotion in the book to research 
based practice this concept too has recently been called into question. Rolfe 
(2005) asserts that evidence based practice (EBP) may serve to disempower 
nurses. In addition Rolfe (2005) questioned the validity of EBP as the 
dominant discourse in nursing. He suggested that EBP has claimed an 
unwarranted superiority over other forms of knowledge in nursing, and noted 
that there is little evidence supporting the use of EBP (Rolfe 2005). However, 
this is a minority view and there is both national and international avocation of 
the use of research findings within nursing and healthcare (Cowman 2006).
3.3.1.3 Re- evaluating the experience: association
My new understanding of this project is that while attempting to provide 
knowledge and skills in order to empower nurses to change practices, I may 
inadvertently lead towards nurse disempowerment. I now realise that I may 
have proposed a knowledge base (research and conceptual model usage) 
that could potentially disempower nurses as it legitimises only one form of 
knowledge. While my suggested use of nursing theory and research based
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practice is one way of empowering nurses towards holistic nursing care, over- 
reliance on rational/empirical knowledge is problematic. Developed largely by 
academics, the use of nursing theory could be said to reflect a power 
imbalance. As I began to reflect upon my own understandings of nursing 
research and theory use, during the book, I began to question the legitimacy 
of my quest.
It emerged that part of the impetus for my book (Timmins 2005) was to revisit 
the use of nursing theory/conceptual model use and nursing research in 
coronary care practice. Perhaps guided by false consciousness I aimed to 
empower nurses to use these through simple explanation, analysis and 
application. However from critical reflection upon Project Two, this 
momentum, may serve to contribute to ongoing oppression of nurses through 
an overemphasis on rational empirical knowledge that may have been 
ultimately developed to legitimise and professionalise nursing.
However, while taking on board the criticisms of nursing theory/conceptual 
model use and the use of EBP as possible mechanisms to further dominate or 
control nursing, I still believe that these concepts are useful adjuncts to 
practice if appropriately used. Furthermore, my book, unlike others, does not 
suggest blind acceptance of either conceptual models of nursing or research 
findings, but rather suggests that critical analysis at a local level is essential. 
My original approach therefore aims to empower nurses to make appropriate 
choices and equip them to challenge or reject dominant paradigms if they do 
not find them appropriate.
Furthermore, while alluding to conceptual model use in my latest book (Me 
Cabe and Timmins 2006), there is a much greater focus on learning from 
experience within nursing, and interpretive approaches to nursing practice. 
Rather than an over reliance on positivistic models of practice we have 
suggested an interpretive model. There is a greater emphasis upon reflection 
on practice. Drawing on the work of Benner et al (1999) and Watson (2005) 
we suggest:
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'Nursing actions (comforting strategies, styles of care and nursing 
patterns of relating) described by Morse et al (1992) could be used 
as a framework within which to develop a repertoire of 
communication skills. Through on-going reflection on practice, 
including feedback from both clients and peers nursing actions, 
patient actions and the evolving relationship could be articulated. 
Rather than expecting a communication model or theory to fully 
inform practice, the nurse may develop a dynamic theory through 
critical practice' (McCabe and Timmins 2006:169)
3.3.1.4 Re- evaluating the experience: integration
It is through this reflection that I have begun to make connections and perform 
analysis at different levels (Barnett 1997). While reflecting upon the 
inadequate use of nursing models, routine/ritualistic care and failure to 
individualise client care, I became aware as I began to examine the literature 
that some of these manifestations were the results of oppression within 
nursing. I realised that from a feminist perspective nursing evolved as the 
unrecognised bedrock of medicine that renders it 'subordinate.' (Saks 
2000:311). There are still many ingrained social customs evident in 
contemporary nursing (Hyde et al 2005a) that 'both disempower nurses and 
inhibit their ability to empower clients' (Wilkinson and Miers 1999:35). These 
include gender issues, elitism and medical power (Wilkinson and Miers 
1999:35). Hyde et al (2005b) recently confirmed that a distinct barrier to the 
use of conceptual model based nursing care in the Republic of Ireland is the 
social construction of nursing within a traditional medical model.
Reflection upon Project One (Section B page 96) indicates my underlying 
feeling of disempowerment of which I was hitherto unaware. Now I recognise 
how these feelings were also symptomatic of the nursing profession in the 
Republic of Ireland. I attempted to address these (subconsciously) by reacting 
to the situations that I encountered. Ultimately, when I encountered the 
opportunity to prepare a book proposal (Timmins 2005), I injected all of these 
experiences into it. Despite earlier misgivings, the book may be viewed as a 
tool to facilitate self-empowerment in nurses and ultimately in patients.
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3.3.1.5 Re- evaluating the experience: validation
Current nursing knowledge is believed to be synonymous with nursing 
research and nursing theory/conceptual model use (Thompson 2000). In my 
book, I aimed to summarise and simplify the nursing research and nursing 
theory that relates to this area of practice. I was conscious of current 
scepticism about the use of nursing theory in practice (Thompson 2000) and 
also of the under-use of research findings in practice. Rather than presenting 
rational/empirical knowledge per se, as with project One (Section B page 131) 
I wished to empower nurses to use this knowledge by providing them with 
frameworks for (a) analysis, application and adaptation of conceptual models 
of nursing and (b) application and critical analysis of research findings in 
practice. To this end I support the increased acceptance of nursing as a 
profession, through the development of a distinct knowledge base.
I experienced many routines and rituals in my career (Narratives Appendix 
One and Two). These still exist today in the Republic of Ireland (Hyde et al 
2005a, b) and elsewhere internationally (Riegel et al 1996, Jacobson 2000, 
Strange 2001). The impetus to promote the use of conceptual models of 
nursing, as a way to combat this is well founded and supported by other 
authors (Fawcett 1999, 2000). Despite concern about their ultimate origins, 
they are still a valid tool for planning, implementing and evaluating nursing 
care that are used and upheld by the nursing profession worldwide. My 
proposed novel use of the SCDNT as a framework to guide nursing care in 
CCU has theoretical support within the book and is presented within an 
original format.
My on-going knowledge development with regard to this topic include a 
number of publications focused upon the use of conceptual models of nursing 
in general and the SCDNT in particular in number of clinical areas (O'Connor 
and Timmins 2002, Healy and Timmins 2003, Timmins and O' Shea 2004, 
Horan et al 2004 a, b, Timmins and Horan 2006, Timmins 2006a). These 
papers have received a positive response from reviewers confirmed by their 
ultimate publication. These papers have also empowered nurses with whom I
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worked to prepare these for publication. For three of these colleagues, the 
writing of the papers was synonymous with an introduction of nursing models 
into their clinical area for the first time. Most recently I published a paper that 
examines the potential use of the SCDNT within coronary care nursing 
(Timmins and Horan 2006) and a discussion paper (Timmins 2006a), which 
serves to open up the debate about conceptual model use in a wider context.
Despite reservations regarding its use (Rolfe 2005), promoting the use of 
research in practice is also widely supported within international literature. In 
order to ensure best practice for clients, nurses need to base practice upon 
the best available evidence. Within my latest book (McCabe and Timmins 
2006) this evidence is expanded to include interpretive evidence and the 
development of practical theory from reflections. However, there are still 
significant barriers to the use of research in practice. Although there is 
awareness of these barriers internationally, very little information exists about 
this topic in the Republic of Ireland. Therefore I recently performed the first 
Irish study that examined nurse's research awareness and use of EBP 
(Timmins 2006b). This demonstrates that nurses hold positive attitudes 
towards research but they are often prevented from using research in practice 
due to knowledge, lack of support, time, resources, and the attitudes of staff. 
While Cowman (2006) commented on the lack of suggested solutions to 
potentially existent barriers to research utilisation, my book (Timmins 2005) 
provides a framework to address these. My work in this area is ongoing with 
international presentations emerging from the research awareness project 
(Timmins et al 2006).
In my book (Timmins 2005) I provide additional knowledge to nurses working 
in coronary care. In Project One (Section B page 236), I call for an increase in 
assertiveness skills of the profession (Timmins and McCabe 2005a). Both 
assertiveness and knowledge are key attributes of empowerment (Fulton 
1997). Personal power relates to the presence of assertiveness, knowledge 
and experience (Fulton 1997). A lack of personal confidence is a barrier to 
empowerment. I provide frameworks in my book (Timmins 2005) designed to 
increase nurses' confidence with application, and freedom of choice.
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3.3.1.6 Re- evaluating the experience: association appropriation
I am now more aware of the particular context that informed this project. While 
nurses in the Republic wish to use holistic nursing care to ensure the:
'transfer of power/knowledge to the client so that he/she is enabled 
to make more informed decisions' (An Bord Altranais's 1999:18)
Difficulties exist within this culture of the Republic of Ireland due to the 
prevailing medical model of care and a feeling of unequal partnership in the 
health care team (An Bord Altranais 1999). Treacy and Hyde (2003: 97) note 
that while nurses in the Republic of Ireland believe that nursing requires a 
'holistic knowledge of and focus on the patient...a person-centred activity that 
cares for the whole person' (Treacy and Hyde 2003). Treacy and Hyde (2003) 
acknowledge however, that:
' most nurses continue to work within settings that despite the 
rhetoric of policy statements, have yet to operationalise the 
philosophy and principles underlying primary health care..... the 
overriding issue probably relates to nurses' ability to bring about 
change and operationalise their emerging perspective in practice 
given the current but changing hierarchic, non consultative 
management practices (Treacy and Hyde 2003:97).
Their summary statement on nursing suggests that:
'It's representation in practice will continue to be shaped by health 
care and cultural contexts and the power and control that nurses 
can exercise' (Treacy and Hyde 2003:97).
These statements reflect the view of many who perceive nursing to be as 
Farrell (2001:27) described 'an oppressed discipline'. I now believe that there 
is a relationship between the oppression of nursing and the use of conceptual 
models of nursing and research in the Republic of Ireland. While I have 
encouraged nurses to use these concepts in practice and provided 
frameworks for use, adaptation and critique of conceptual models of nursing 
and the use and integration of research findings, nurses may find it difficult to 
use these in an oppressive environment. Condell (1998) suggests that 
although nursing models and evidence-based practice were espoused for use
Project Two 'Contemporary Issues in Coronary Care Nursing Section C 277
in the Republic of Ireland, the disempowerment that exists in practice often 
makes it difficult to implement these concepts.
I note that nursing is often referred to as a 'semi-profession', having 
developed some, but not all of the characteristics of the dominant profession 
(medicine) (Finlay 2000). An analysis using the trait approach to defining 
professional characteristics would seem to support this notion (Wilkinson and 
Miers 1999, Finlay 2000). The extent of the presence of professional traits 
such as specialist skills, autonomy, and power are debatable (Finlay 2000). 
While nurses may profess many of the latter, in reality many nurses function 
within a hierarchical team and have little true autonomy (Finlay 2000). This 
certainly reflects the situation reported in the Republic of Ireland (Treacy and 
Hyde 2003).
I understand that nursing is currently redefining itself, attempting to 
'reconstruct' to 'allow greater autonomy and independence from medical 
dominance' (Finlay 2000:84). Integral to this independence is greater 
autonomy related to the development of specialist and advanced nursing 
posts (Finlay 2000), which are becoming well established in the Republic of 
Ireland. Nurses have also attempted to achieve professional status and 
recognition through the development of nursing theory and conceptual models 
of nursing. This knowledge base and so-called 'expert knowledge' is deemed 
by Williams (1993) to be the cornerstone for acceptance as a profession 
(Finlay 2000).
Personal and professional development enables me to see my own practice 
afresh and challenge my own assumptions (Rolfe et al 2001). In the first 
series of reflections (in Project One) I recognised a need for change in myself; 
this was extended in this reflection to the need to equip others with ways to 
change.
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3.3.2 Critical Self-Reflection in the Domain of Self
3.3.2.1 Returning to the experience
The experience related to the domain of self in relation to Project two is 
outlined in Narrative Four (Appendix One).
From my own evolving experiences of practice I became committed to self- 
empowerment and encouraging self-empowerment of others. I developed this 
through a period of increasing my own knowledge in third level education and 
through reflection on myself. Rather than remaining to nurse in the clinical 
area acceptant of the existent rituals, I moved onwards towards self- 
improvement and self-expression and ultimately to a place where I perceived I 
would have the greatest power to make a difference. Although I did not 
recognise empowerment as my ultimate aim, I did see the teaching profession 
as a means of implementing changes in practice. Interestingly, I remember 
being very disappointed when my role model, a nurse tutor, expressed 
disappointment with my decision to move to education. Ironically she said at 
the time that 'the point of power is in the clinical area'. However, I believe 
now that through my role as educator I am in a key position to stop the cycle 
of disempowerment through the cultivation of self-empowerment of others, a 
notion supported by Campbell (1999, 2003). The latter suggests that through 
role modelling and support the seeds of empowerment may be sown, later to 
grow independently within individuals. Leahy (2006) recently supported this 
rationale for this type of movement within the profession in a recent keynote 
address where she noted that some nurses almost become 'rebels' in nursing 
if they find that they have to challenge the status quo, and they tend to move 
into areas like education where they can make a real difference.
3.3.2.2 Attending to the feeling
I noted with interest that the prevailing theme of the wish for individualised 
nursing care that filters through all my narratives and both projects. I am also 
a little taken aback by my vision for one group of nurses whom I supported
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with both nursing assignments and ultimately publication (Narrative Four 
Appendix One). What began as genuine concern for the class grew into 
something bigger. I am also surprised that I had confidence that the class 
would be successful in publishing, despite the fact that few academics in the 
Republic had published at the time. However, this confidence came from my 
initial experiences with writing for publication, where I learned that case-based 
papers could provide rich clinically based topics that may be of interest to 
journals. I cannot believe that I created such a belief in possible publication 
without any guarantee of success. However, I feel grateful with the success 
that I had and with my own tenacity in continuing to adapt and change articles 
as they faltered in the review process resulting in more than 10 publications 
for this class (O'Connor and Timmins 2002, O' Shea and Timmins 2002, 
Healy and Timmins 2000, Gleeson and Timmins 2004a, b, Rogan Foy and 
Timmins 2004, Timmins and O' Shea 2004, Horan, et al 2004a, b, Gleeson 
and Timmins 2005, Brown and Timmins 2005). I am also grateful for the great 
learning experience that I had working alongside all of these people. 
Ultimately this development of conceptual models for practice and working 
with other nurses was a springboard for the development of my book 
(Timmins 2005), which largely followed a similar theme.
3.3.2.3 Re-evaluating the experience: association
The oppressive environment of nursing as described by Farrell (2001) clearly 
still existed in the Republic during my early career. Farrell (2001) described 
hierarchical abuse, clique formation, low self-esteem and aggression in 
nursing due to oppressive practice. From my own evolving experiences of 
practices like this I became committed to cultivating self-empowerment in 
others. This empowerment took the form of creatively devising frameworks to 
support nurses with their practice. In my book (Timmins 2005) this took the 
form of developing and critically analysing conceptual models of nursing. In 
my reflection in the domain of self I provided frameworks for the development 
of conceptual model-based assignments to help students. This along with 
personal support, encouragement and enthusiasm became a naturally
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evolving form of empowerment that enabled the students to maximise their 
achievement. Interestingly, a colleague at the time expressed scepticism with 
this approach, fearing that it would 'spoon feed' them. However, at the time, I 
held firm to my view that providing students with an appropriate example 
would give them the knowledge to perform well in this paper. The fact that 
several of the students achieved publication, in some cases a first for their 
hospital, from this method, is itself a testament to empowerment and 
demonstrates what can be achieved when people are equipped with the 
relevant knowledge and skills and thus are facilitated to become self- 
empowered. The aversion to the perception of my provision of an example as 
a spoon-feeding approach (displayed by one colleague at the time) I believe is 
an attitude that while well intended has the potential for further 
disempowerment of the students.
The encouragement and facilitation of these groups of students to use and 
develop appropriate plans of care using conceptual models of nursing also 
has more far reaching implications. As recent studies have noted a failure to 
fully utilise plans of care in practice (Hyde et at 2005a), improving my 
students' knowledge base (as practising nurses) through the publications that 
we worked upon together ultimately serves to improve their attitudes towards 
these models in practice. Indeed three of the nurses that I published with 
went on to become change agents in their own areas through the 
implementation of conceptual model based care for the first time.
My activities could be said to contribute to the elimination of disempowerment 
(Campbell 1997, 2003). Campbell (1997, 2003) finds that nurse lecturers' 
influence can shape students experience of a concept through a process of 
empowerment that she calls 'grafting'. In this analogy, like plant grafting, the 
empowerment skills of the expert 'grow' onto the other person through role 
modelling. Campbell (1997:89) strongly believes that the promotion of 
empowerment by nurse lecturers could contribute to the 'elimination of 
oppression in nursing '. So in accordance with Campbell (1997) I cultivated 
empowerment among nursing students based upon my own experiences of 
oppression within nursing.
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3.3.2.4 Re-evaluating the experience: integration
I believe that this cultivation of others (towards empowerment) began with 
self-cultivation. Self-cultivation is also known as Bildung (Gadamer 2002). 
Bildung reflects a constant process of engagement and self-criticism when 
facing different perspectives. I believe that I was ultimately motivated towards 
the course of action by this natural process. Bildung is a dynamic force, a 
drive, and an impulse for humans to achieve self-actualisation:
Thus man's (sic) principle aim is to realise his own talents, to turn 
his own spirituality towards the world. The world, rather than the 
realm of planning and usefulness, appears to be the place for self- 
manifestation of the individual, the limit for his sphere of action and 
research, with the essentially free prospect of fully expressing 
himself (Giacomoni 1998)
My initial nursing experiences expressed in my earlier Narratives (Section B 
Appendix Two, Three and Four) indicated my discomfort in an oppressed 
environment. After this time, I constantly strove for self-improvement through 
engaging in courses of study. Consistent with Bildung, I felt a 'duty to 
culitivate oneself or, '...to keep oneself open to what is other, to other, more 
universal points of view1 (Gadamer, 1975:17). I continued to be open, and 
continued with self-questioning, self-criticism and self- education that led me 
toward a more cultured state of mind. Through Bildung I cultivated myself in 
the professional context and ultimately, consistent with Habermas's (1971) 
views, the critical reflection embedded in the projects resulted in 
emancipation: through publishing of my voice thus fulfilling Barnett's (1997) 
emancipatory vision of professing and speaking out from within the 
profession. Thus the levels of personal and educational development that I 
had reached by this point led me to easily and comfortably join with a group of 
nurses to support and encourage them towards publication. The result of this 
is 11 publications in peer-reviewed journals (O'Connor and Timmins 2002, O 1 
Shea and Timmins 2002, Healy and Timmins 2000, Gleeson and Timmins 
2004a, b, Rogan Foy and Timmins 2004, Timmins and O' Shea 2004, Horan, 
et al 2004a, b, Gleeson and Timmins 2005, Brown and Timmins 2005). Some
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of this work is ongoing. One nurse and I have got together with another 
colleague and have written on the original notion of using Orem's (2001) 
model in learning disability nursing which we have aligned to current theories 
of normalisation used within this sector (Horan et al 2004 a, b). This work has 
travelled to Einstein's birthplace (Ulm) as both an oral paper and a poster 
(Horan et al 2004 c, d).
3.3.2.5 Re-evaluating the experience: validation
The 11 publications arising from this reflection are a testament to my ability to 
empower others. This level of publication with undergraduates is both original 
and significant in the Irish context. From the testimonies of several of these 
past students (Appendix Three) empowerment emerges as an underlying 
theme. One respondent said:
'As a result of Fiona's influence on my learning, she has 
empowered me in such a way that I am now in a position to realise 
my career ambitions'
Another said:
'She guided me and encouraged me with the publication of my 
paper. Without her support and encouragement this publication of 
mine would not have materialised'
To further validate my claim to empowerment I enclose responses from 
colleagues that I have worked with on various projects over the past number 
of years (Appendix Four). These testimonies provide further validation to my 
claim of empowering others through supporting many towards finding their 
voice through publication.
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3.3.2.6 Re-evaluating the experience: appropriation
Empowerment emerges as a predominant theme of this Project. 
Empowerment is fundamentally socially bound (Fulton 1997). The necessity 
for empowerment emanates from the particular social context within which the 
projects took place.
Those who consider empowerment in nursing from a critical social 
perspective believe that the presence or absence of empowerment 
can only be understood in relation to the history and structures 
within which nurses find themselves' (Scott et al 2003:15).
Nurses in the Republic of Ireland operate within an oppressed hierarchical 
system, enshrined in the medical model of care, where rituals abound. Nurses 
in these situations are often disempowered reporting a lack of freedom (Fulton 
1997). Through developing papers for publication with these nurses they 
found freedom. Furthermore another aim of empowerment was achieved- 
helping others to find 'their voice' (Fulton 1997:10).
Barnett (1997) argued that it is the duty of professionals to 'profess' (133). He 
asserted that the framework for the critical professional enables professionals 
in this 'duty ... to speak out', rather than 'professional...allegiance (which) can 
turn into inertia and defensiveness' (Barnett 1997:133). Barnett (1997:139) 
contended that professionalism involves understanding and using his outline 
of criticality. To this end, I have empowered others to rise to Barnett's (1997) 
challenge. Rather than become a 'squashed weed' (Farrell 2001) in the face 
of oppression, I have been able to grow and cultivate the growth of others.
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3.3.3 Critical Self-Reflection in the Domain of the World
3.3.3.1 Returning to the experience
The experience is outlined in Narrative Five (Appendix Two).
3.3.3.2 Attending to the feeling
My overwhelming feeling now is surprise. I am surprised that I did not piece 
together the underpinning professional working theory of empowerment 
before now! I was also very moved by the student testimonies as I read them. 
Firstly, I was surprised when in the search for my overarching statement over 
the past couple of years, the students again were able to testify to my 
professional working theory. I am also really happy to have made a difference.
3.3.3.3 Re-evaluating the experience: association
What I find remarkable about the student testimonials (Appendix Three) is 
how closely many of the responses matched my teaching philosophy. I began 
writing my philosophy about four months previously and found this a very 
difficult task. My first attempts resembled passages extracted straight from a 
textbook, and I struggled to discover what it is I believe about my teaching. 
There were times when I wondered whether aspects of it were just aspiration. 
However, my own beliefs regarding the importance of empowerment have 
been confirmed in these testimonies. Other than several publications, I had no 
direct evidence to suggest that students were achieving the higher levels that I 
aspired to for them. Again these testimonies upheld my beliefs. They also 
serve now as further testament to my unfolding belief that I empowered others 
through the course of my work.
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3.3.3.4 Re-evaluating the experience: integration
I noted that one student commented that I 'individualise students and bring 
out the best qualities in each of us'. A colleague also referred to my ability to 
individualise students and stated in a reference for my successful nomination 
for the Trinity College Dublin Teaching Provost Award in 2005 (Appendix 
Five):
'Fiona is a stalwart and positive member of the School. That in itself 
contributes to teaching and learning as negative-thinking people 
draw down their colleagues into apathy. Fiona has the opposite 
effect, and instils enthusiasm into others, often bringing them with 
her into projects and debates with resulting benefits in some, 
maybe only small but still significant, area relating to student 
learning'
3.3.3.5 Re-evaluating the experience: validation
I demonstrate an ability to share my knowledge and develop projects with 
both my students and my colleagues. I now believe that my motivation is 
Bildung (universal good). Perhaps through my own empowerment I have 
moved towards encouraging group empowerment. Unlike the nurse lecturers 
interviewed in Campbell's (1997:60) study whereby one administrator noted 
that there existed a:
'trend for them [nursing academics] to gravitate away from group 
efforts and center (sic) on individual goals that could benefit their 
own careers. She believes that 'personal empowerment' is more 
likely to be experienced in a nursing school faculty than group 
empowerment'
Further validation occurs with my receipt of a Provost Teaching Award Trinity 
College Dublin in 2005. I was one of five people selected for this award from 
an initial group of 20 academics.
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3.3.3.6 Re-evaluating the experience: appropriation
Reflecting within this portfolio resulted in a new consciousness about my 
teaching practice. As Shulman (1998: 5) points out, teaching is
'often identified only as the active interactions between teacher and 
students in a classroom setting [rather than] an extended process 
that unfolds over time [that] embodies at least five elements: vision, 
design, interactions, outcomes and analysis.
My own particular vision in my capacity as teacher was not immediately 
obvious to me. However from critical reflection upon my projects I realise that 
my own frustration and disempowerment in clinical practice led me to improve 
my own knowledge base, leading eventually towards self-empowerment. My 
concern with adverse effect of routines in hospital practice led me to a 
personal and vociferous campaign to individualise nursing care, using 
conceptual models as a tool. My chosen voice was both my teaching practice 
and publication. Through a desire to cultivate others I became involved in joint 
publication in the area of conceptual models of nursing and needs based 
care. This process empowered my co-authors in a way that I would not have 
imagined. Thus empowerment is a central theme of my professional working 
theory.
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3.3.4 Conclusion
It is very clear to me now that the impetus for Project One, my book (Timmins 
2005) developed within the oppressive and hierarchical culture of Irish 
nursing. My intrinsic determination to rid myself of the shackles of oppression 
was not a reflection of an unusually motivated human being but rather a 
manifestation of the natural occurrence of Bildung as described by Habermas 
(1971). Bildung reflects a constant process of engagement and self-criticism 
when facing different perspectives. An evolving scholarly consciousness 
works towards self improvement and improvement of the social world. Thus 
when faced with oppression in my nursing career my scholarly consciousness 
set to work. Habermas (1971) believed that people strive for liberation through 
emancipation. My emancipation has been further enhanced through critical 
reflection, which is consistent with Habermas's (1971) theory. Although a 
personal journey in many ways my personal transformation (Mitchell and 
Sackney 2000) and emancipation (Habermas 1971) had the power to 
transform and empower others.
From the exposure of my feelings and experiences within the narratives and 
from these reflections, I now see that my preparatory nursing program 
together with my own personal ideals heralded a reaction to the predominant 
culture of oppression and that existed in the Republic of Ireland at the time. 
Nurses worked and still work within the confines of a biomedical model of care 
(Hyde et a/2005b). This results in failure to adequately address the individual 
needs of clients. I have supported individualised needs assessment for clients 
over the course of the first Project (Project One Section B). Whereas nurses 
in the Republic of Ireland exude the voice of medicine I have become a voice 
of nursing suggesting that we need to listen to the client voice within this 
context. This was initially prompted by a personal struggle rooted in 
disempowerment.
I now realise the sheer frustration (again through lack of power) that I had 
experienced as a staff nurse propelled me towards personal knowledge 
development. I was then able to provide some answers for the problems that
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I had encountered. Two aspects of academia that facilitated this for me were 
(a) research and (b) publication. The former, for me, meant that one could 
argue for a change in practice based on research evidence, and this was a 
much more powerful lever than the nurses' word alone. Once I discovered, 
publication, or rather that nurses could or should be doing this (there were 
very few nurses writing from within Republic of Ireland at the time) it was like 
opening Pandora's Box. I immediately saw an opportunity to speak freely and 
publicly about things that concerned me.
It is relevant to note that the undertaking of both projects was not 
commonplace. Research activity within the Republic of Ireland has, until 
recently, been embryonic (Treacy and Hyde 1999). Numbers of peer-reviewed 
publications emanating from the Republic of Ireland are small by comparison 
to the UK *. For example, my book (Project Two Timmins 2005) is one of only 
27 books produced by Irish nurse academics since 2000 (Mac Lellan and 
Condell 2005). At a national nurses cardiovascular conference in 2005, I was 
noted in the opening address to be one of only three academics in the 
Republic of Ireland contributing to knowledge development in the area of 
cardiovascular nursing (McCarthy 2005).
My book (Timmins 2005 page 298) highlights that while many academics 
suggest that nursing has moved away from routine and ritual based care 
towards theory-based care over the past 30 years (Alligood 2002), rituals may 
still prevail in everyday practice. In response to perceived notions of ritualistic 
nursing I aim to highlight the importance and necessity of research based 
nursing. Orem's (2001) Self-Care Deficit Nursing Theory (SCDNT) is 
introduced in my book as both a research-based theory and a conceptual 
model of nursing that has particular relevance for Coronary Care nursing.
*My subsequent research publication and other peer reviewed publications between 2000 and 2003 contributed to 
an overall 10% of the reported publications of nursing academics in Universities in the Republic of Republic of Ireland 
(n=114) according to a recently completed national survey (Mac Lellan and Condell 2005). Similarly, my research 
activity between 2003 and the present accounts for 14% of all declared publications in Republic of Ireland by nurse 
academics (n=154) (Mac Lellan and Condell 2005).
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My book (Timmins 2005) aims to enhance nurses' understanding of the theory 
base that informs educational practices in CCU, illuminating the research 
base that exists and providing tools for assessment of patient's learning needs 
and readiness to learn. Examples of the SCDNT use in Coronary Care (CCU) 
are provided thus illuminating the ability of this model to guide CCU nurses 
when caring for cardiac clients. This suggestion and illumination of SCDNT to 
support nursing interventions in CCU is an original published application.
My critical practice is ongoing. In the reflections on Project One (Section B), I 
recognised a need to develop assertiveness skills. I later began to recognise 
this as a more generalised need among nurses and nursing students. This 
allows me to establish connections between Project Two and my subsequent 
work. Thereafter I became interested in the assertiveness level of nurses 
working in the Republic of Ireland. My study (Timmins and McCabe 2005a) 
revealed that oppression exists among this group with respondents citing 
managers as the number one barrier to using assertive skills. Following my 
experiences with reflection within this portfolio I intend to explore the notion of 
critical reflection in nursing practice in more detail within my writings, research 
and practice. This path has begun with one recent publication (Timmins 
2006c), inclusion of reflection within my recent textbook (McCabe and 
Timmins 2006) and a proposed research project on the area of reflection and 
portfolio use for undergraduate nurses in Ireland.
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9Z£O UOIJDBS SUISJDN ajeo AJBUOJOO "! sanssiOMJ.
Please indicate the extent to which the current admission has
Universal self-care requisites
1. Maintaining a sufficient intake of air
2. Maintaining a sufficient intake of water
3. Maintaining a sufficient intake of food
4. Providing care associated with elimination processes and excrements
5. Maintaining a balance between solitude and rest
6. Maintaining a balance between solitude and social interaction
7. Preventing hazards to human life, human functioning and well-being
impacted upon the following self-care requisites:
Impact of condition: myocardial infarction
Rate of breathing: 26
Oxygen saturation level: 90%
Not tolerating fluids at present
Nausea at present
Potential of constipation due to bed rest, unable to toilet
unassisted
Needs to have rest following cardiac event
Needs support of friends and family
Fatigued, usually likes to play golf
Potential of life-threatening cardiac arrhythmias
Chest pain present on admission
BP I 10/60; pulse: 90; is a smoker
. Promoting human functioning and development within social groups in 
accord with human potential, known human limitations and the human 
desire to he normal
Lives with his wife in house in suburban area. Enjoys his work, 








Health deviation self-care requisites
I. Seeking and securing appropriate medical assistance
2. Being aware of and attending to the effects and results of pathological 
conditions and states
3. Effectively carrying out medically prescribed measures
4. Being aware of and attending to or regulating the discomforting or 
deleterious effects of medical care measures
5. Modifying the self-concept in accepting oneself as being in a particular 
state of health and in need of special forms of healthcare
6. Learning to live with the effects of health state and treatment in a lifestyle 
that promotes continued personal development
Developmental self-care requisites
Woke up with pain during the night, with chest pain, which became 
so severe that he had to call an ambulance. Usually refers to GP
Aware of some effects of condition, but unable to attend to these
Receiving thrombolysis, oxygen and analgesia
Unaware of potential deleterious effects of medical care measures
and unable to attend or regulate in the event of it
Unaware of potential outcome of diagnosis and treatment
Unaware of potential health effects of myocardial infarction or 
lifestyle changes that may be necessary
1. Seek to understand and form habits of introspection and reflection to 
develop insights about oneself and others
2. Seek to accept feelings and emotions as leading, after reflection on them, 
to insights about self and about relationships with others
3. Use talents and interests in preparing for and in maintaining and supporting 
engagement in productive work in society
4. Engage in clarification of goals and values in situations that demand personal 
involvement
5. Act with responsibility in life situations in accordance with one's role or roles
6. Seek to understand the value of positive emotions
7. Seek to understand that negative emotions and action impulses are
experienced when conduct is in discord with one's life goals and self-ideal.
8. Promote positive mental health through deliberate efforts to function within 
a veridical (reality) frame of reference
9. Function to bring about and maintain order in daily living
10. Function with integrity
1 I. Function as a person in community
12. Function with increasing understanding of one's own humanity
This major event has prompted introspection and reflection. In
particular provoking reflection upon lifestyles such as smoking and
its impact on health
Emotions present anger, sadness, however, little reflection on
these yet
Work temporarily halted due to condition
Withdrawn from usual life situations at present
Role diminished temporarily due to hospitalisation
Positive emotion of relief and happiness to be alive present, little
understanding of the value of these given the current context
overwhelmed by negative emotions
Negative emotions present, too shocked to begin to understand
them
Very anxious about current condition
Order in living dictated by hospital routine at present
Able to function with integrity
Not living in usual community at present — hospitalised
This experience has precipitated a belief of his personal 'frailty' as a.
human
n
Figure 3.2 Assessment of Mr Smith's self-care deficits.
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~a ^ 3 cx
i jo spis (Euuajoa Uiejax^
SLLJll UO UOpSDjpaLJJ
ui sqajo uoriEUE[dx3 






UE 3UIUIE1UIEUJ pUE SujplAOJJ
ijjoddns |EDi3ojoqDX$d SuipjAojj
(Euosjad suoddns }Eq3 nuaujuoJi
UE SUIUIEIUIELU pUB SuiplA
uoddns |E3[3o|oq3Xsd SUJPJA
JaqjouE joj §uiop jo Joj 3uii
JO UOp"EJlS|UJlUpE JO SpOLU pUE 
p '2U1LUI1JO 3 111 II JO UOITEUE 
SID3JJ3 pUE UO
psqiJDsajd Suiaq uoaE^ip 
Joj UOSEBJ ai(ljo uottEU-ejdxg
siEudojdd-e ji s[3A3| pasiEJ 
JOJ ao|ApE pUE juaujTEajj Suunsua 
pUE a|tjQjd p|di| poojq ~ 
usAjS uoijEUjjojui uoddns 01 IEJJ 
Suip^aj pue sjap]ooq
UOIJDJBJUl |Elp




DoXuj jo X3o|oqiEdjo uoiiEUEjdxg poojsjapun si UOJIDJ-EJUJ jo
ueaq aqj jo X3o|OisXqd [EjpjEDoXuj jo uopjpuoD





Jps jo asuas s.qjjuus J[^| Jajso-j
S1DE1UO3 XjJLUE^JO 9DUEUSJUIEUJ SJHSUg
s slip u; s3u!|33j s ( ua!ujs J^ jo IELUJOU jo sso 
•pun pus Xqj^duja ajEJjsuoujaQ aqj a?pa
uoddns apjAOjd 
01 PUE ajoj JEDOS sdnojS JEJDOS ujq
isaj jo spouad
ajenbape saAia^aj luajied yeifi ajnsug 
ai'epdojddc SE saaiipEj XJJUJEJ
apjAOjd pUE X|ILUEJ JO SuplSIA aiElllpE-J
aj£D-j]as jo |3A3| ajEudojdde pue
pauj-Eiureuj sj Xjiu3!p s^ua^Ed ajnsug
pajojj^saj si XJIAIJDE 3]jLjM
spaau auaj^Xq qi;M SDUEISISSE apiAOjj









joj Suiop jo joj Suppy
asraD 3uij|ujOA pue BSSREU 
aDUO s[Eauj SuispBddr jqSij apjAOJj
2UI5JLUOA pUE E3SREU







ju|3J aq XELU 2uiqDea_L
X|rep MaiAay
duji uopspuoo SE X|/AO]S 
u| aq XELU jaAaj XjiAHuy
pSAOUJ3J JO/pUE paonpaJ aq
XEUJ uaSXxo saAOjduJ! uoaipuoD sy
Xjjnoq sniEjs XjojEJidsaj AAaiAay
uoddns ]
uoddns j
uiE4UjBtu oj saJnsEBOi juaLUa|dui|
jndjno puE a>|Eju|
pmy. ajEjnDDE pjooaj pue jojiuo^
sasEao SUHJUJOA puE
Easnuu 9Duo spinu ajEJSpoiu apjAOj^
usA[2 uopEuojojuj uoddns oa [suajEUJ
3u|pE3J pUE sia[>jooq 3-TEaq aplAOJj
XIIAI^JE pa^npaJ pire
osaj Joj ajEuoiaEJ jo uoiiEU-e|dx3
ua2Xxo joj paau juanbasqns
pUE U011DJEJ.U! [ElpJEDoXlU
jo sassaDOjd jo uojieu-eidxg
sjnoq f£ l^Pi"! u! XIIAIO
uoia[puo3 uo Sujpu
JEUJJOU 01 Liaraaj [Enpej? qijM 'sjnoq
^ JSE3| IE JOJ OSSJ psq UO UldUjEj^J
ssaussa|qiB3jq jo suSis pun Xau^in2aJ
joj ujaiiEd 3uiqiE3jq aAJasqo
S;SOUEXD jo suSjs joj jno|O3 aAJasqo
X|jnoq siEJ XjoauJidsaJ joaiuo^
X|snonujauoD











a>jQU! uaSXxo J|c jo 









Learning to live with To support Mr Smith's
the effects of health rehabilitation
state and treatment
in a lifestyle that
promotes continued
personal development
Specific nursing actions Description of general
nursing actions
Explain the necessity for gradual
re-establishment of previous activity
level
Ensure that Mr Smith is registered in a.
cardiac rehabilitation programme or
equivalent
Teaching and explanation about the
importance of lifestyle modification



























Adapted from Orem, D.E. (2001) Nursing: Concepts of Practice (6th edn). London: Mosby.
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|Euosjad suoddns lELp juaujuojjAua
UE SuiUfEJUIElU pUE SutplAOJJ
jjoddns [EDi3o|oipXsd SujpiAOJcj
oii^Djpauj 01 spajja apis ji IDE^UOD
OJ UJOqM UO UOriUlUJOJUI OpJAOJJ
ui jo sioajja-apis [spuaiod ure|dx3
aiup uo uojjEoipaiu SupfQ.
jo aDUEUodiui aqi jo uoriEirE|dx3
pajmbaj ji uorjEJosjuiujpE
uouEoipaui jo SujipEsa lUEASjay
auj jo uoraEJismjUJpE jo apoui put
paquDsajd Suisq uo
JOJ. UOSE3J SLp. JO UOI
EUI3UE 1O
sajnsaj puE SSSHED jo uoq.EUE|dx3
EU|§UE JO X3o|OL[JEd JO UOrjEUEjdx^
UEaq aijp. jo X3o|OjsXqd 
puE XUJOJEUE aqajo uoiiELre|dx3
jjasjo asuas s^^jg sj^g jsisoj 
XIJUJEJJO aouEuajjuiELU ajnsug
pUE XqjEdiua
auaiudopAap jEuosjad jsaj jo spousd 
suoddns jEqj luauiuojiAua a^EnbapE saAjaaaj juajjEd ^Eqi ajnsu^
UE SuiUIEJUICUJ pUE SuipjAOJJ 33EudojddE SE S3pJ|pEJ X|ILUEJ
ijpddns jEDiSojOLj^Xsd suiptAOJrj spjAOjd puE XIIUJEI jo SUHISIA BJEJIIOEJ
ajE3-j|9S jo pAa| ajEudojddE puE
pauiEiureuj sj XiiuSip s^uaQEd ajnsu^
pa^ptJisaj si XIJAIJDB ajjqM
spaau au3|?Xq I^JM 3DUns|ssE apjAOJj
paioujsaj si
AlAjlDE 3|iqM S3I3IJPEJ UOiaEUJLUjp











puE jo ajEME Suiag
uoddns apiAOjd 03 pire
3|OJ [E1DOS JELUJOU sdnOj2 JECOS Uf^M
jo sso| XjEJoduiaa iuaujdo|aAap puE 
aqi a2pa|AAOir>pE ox Suiuo.HDunj UELURH
\ uoj53EJajU| JEOOS uopJEjaaut |Epos 
apniijos uaaAMsq puE apnjjjos uaa/vaaq
3DUE|Eq E 2UIUIE3UIE^J
paiDulsaj s^uaiuajoxa puE
si XjjApoE a|iqM sassasojd uoijEUiujjja
uoniEuiLuip qi|A\ ip,|M paiEpossE







i! uojiipuoD SE XJAAOJS 
Uj aq XEUJ |3A3| 
Xjiep
j Jo/puE paonpaj aq XEUJ 
ssAOJdui! uojjipuoD sy 
Xjjnoq sniE^s XjoiEJidsaj MajAay
jd poo|q jo MSJASJ X|Jnon
snonujiuo^






JEUJJOU oa UJnaaj |EnpEjS iplM 'sjnoq
^ OSE3| JE JOJ 1S3J paq UO U1E»U|E|^
SS3USS3|qiE3jq JO SU3|S pUE Xl[JE|n23J
JOJ UJBUEd SuilflESjq 3AJ3sqQ
SjSOLEXD >0 SU§1S JOJ jnO|O3 3AJ3SqO
X|jnoq 31EJ XjojEjidssj JOTIUO^ 
X|snonuljuoD
suoijEjniEs usSXxo SUUOTIUO^J 
uaSXxo jBisiujiupv
3U[] SHOU3AEJ1UI
jo suaiSXq puE XbusjEd jo 33UlU3jurew
a^Ej 3S|nd puE sjnssajd poojq sssssy
uopoj^jui tusnbssqns jo jusujaSEUEH
UOJWJEJUI fEipjEDoXuj ajqissod
joj aAJSSqo oa ssSuEip juaujSas
'IS i° 2u|lJod3J pUE 3uiJO]IUOl^| 
JO JU3UJ32EUEH
J33isp 03 Suuo^iuoui 533 snonupuo^
usXSxo ipiA\ suopnEO SuipJESaj ssiApy 
pajmbsj ji XdEjsin 3do.oou| 





ainaiado ajnsua oj_ juapyjns E
3)(E3UI
ajj| uELunq 01 
spJEZEq jo uooDSiap XJJE^
apiAOjd pUE [aA3| uiEd ssassy
(XjJAIllSUaS pUE a2ELjJJOLU3Eq
'2uipa3[q 2u|pnpu|) XdEjaip s|Ui jo 
sioajja asjaApE joj luajiEd aAjasqo 
. (uuiEdaq) a|qE^sun) aji| uEiunq 03 UBLunq 'aju UEUjnq
PJEZELJ JO 3UaiUlE3JJ_ °1 SpJEZEl) 3uilU3A3Jd
3i»sjnu
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uaAiS uoaEiLuojui uoddns 01 I^USJELU




UE SUJUIEaUJEUJ pUE SuipjAOJJ
uoddns [EDfSoioq^Xsd SuipiAOj^
UE 3u!ura.uiEUJ puE SuipjAcud 
uoddns [ED[2o|oqDXsd ^uipiAOjj
ajn|iEj
OJE3i( aqa jo X2ojof2/Ljd 
puE XLUOIEUE aqajo uoji^uejdx^
jjas jo ssuas s^sjing sj[^j Jaiso_j
SJDE1UOO X|IUUej.JO SDUEuaiUjEUJ 3JHSU3
UOJIEHJIS sjqj u; s^Ujjaaj s.jgjjng SJ^jo 
3uipu"ejsj3pun pu~e Xq^Eduja aiEJjsuoujaf]
jsaj jo spouad
aasudojddE rs saa|[pEj XIJLUEJ




aqi aeqi sjnsua C_L





aqi 01 2 jipt
pUE JO 3JEME o








J3LJ1OUE JOJ 2uiOp JO JOJ. Sui
SDUO JEAOLUSJ ajnsus pue 
Xjeuun jo au3i2XL( UIEUUIE^J 
jjas jo jaAsj ajEudojdde pue 




3|iqA\ uojiEuiLuija qaiM qiiM paiEiDOSSE
3DUE3SJSSE aplAOjd OJ_ 3JED SlJlpJAOJJ
X|jnOLj M3IA3^J 
UI! UOp.lpUO3 SE X|MO|S




lEausiod ssassE 01 Xjicp Lj^ja/^
a^uejEq piny ajEnbape
uiEiuieuj oj sajnseaLU jusLU3jdLU|
jndino puE a>[Eau|
pmy saejnD^E pjo^aj puE joj|uo[^j
(sjnoq ^/ssjan S'j) X[jnoq andino
XjEUjjn aAjasqo uop.ipuoa s^uaiiEd
Ol SuipJODDE 3>}E1UI pin[J
sjnoq fr-£ [Epmi uj XIIAJODE iDUisay
sjnoij ^






Xpnoq sm&s XjoiEJjdssj uoddns
ssjjnbaj UOJJJPUOD jj uoddns
Xj03EJlds3J jBUOplppE aplAOJJ
ss9USS3|ij3Eajq jo su^is puE XjjJE|n3aj 
joj UJDHEd Suitpeajq SAJ3sqo 
sisouE/3 jo suSis Joj jno|OD aAjasqp 
Xpnoq 33EJ XjoaEJjdsaj joi|uon 
XjsnonujiuoD 
s uaSXxo 3uuoa!uo[^





gjnssajd poo|q jo MBIASJ Xjjnof-j
3u|jojjuoiu
qSnojqj





1 ?UIJ30SlUILUpE pue S|aA3|
SuiuodsJ pUE guijoijuo^
3U1[ snOUSAEJlUf JO
iSXq puE Xouaaed jo aDU-EuaiuiEj^ 
as|nd pUE ajnsssjd poojq ssassy 
jo iua iu32Biren 
pajmbaj
jr suo




iap oa Suuoajuouj =^33 sno
Xd^jaqa |E3[2o|03ELUJE
pUE ^USJnip JO SS3U3AJ103JJ3
jaqio
joiiqiHui 337
SHUJUJOOI < da =!|oasXs das>| 
01 Xd^jaqa si^raiu [E_io/snouaAEJiu| 
nip |^JO/snou3AE-r>u|




1 jsasiuiuipv oj pj^l^q jo wauj«3JJ.
J3|ingng SJW Joj u«|d ;
> 3JD>J/35
: E aiq«i
Project Two Contemporary Issues in Coronary Care Nursing Section C 334
S££6u!Sjnf\| ajeo AJEUOJOQ ui sanssi
Table 3.3 continued
Seff-core deficit Goal
Effectively carrying To ensure that Mrs Butler
out medically understands medication
prescribed measures requirements upon
discharge
Learning to live with To encourage and
the effects of health facilitate adoption of a
state and treatment lifestyle that will
in a lifestyle that promote health and
promotes continued reduce recurrence of
personal development acute heart failure events
Specific nursing actions Descnpt/on of genera/
nursing actions
Explanation of the reason for Teaching
medication being prescribed Guiding and directing
Explanation of the medication action
and effects
Explanation of timing, dosage and
mode of administration of medication
Relevant teaching of medication
administration if required
Explanation of the importance of taking
medication on time
Explain potential side-effects of medication
Provide information on whom to
contact if side effects to medication occur
Provide information of support
available for management of medication
(e.g. heart failure nurse)
Clear and specific teaching and
explanation about the importance
of lifestyle modification
Strict adherence to medication regime
Using hospital supports to guide
medication regime
Daily weights to assess level of
fluid retention
Reporting signs of increased
weight and or breathlessness
immediately to healthcare
provider to initiate prompt
treatment
Avoiding foods that are high in salt content
Avoiding excessive alcohol intake
Provide information and contacts for
relevant support groups
Provide information leaflets as appropriate





























Adapted from Orem. D.E. (2001) Nurs/ng: Concepts of Practice (6th edn). London, Mosby
S "cT on £ O O O 50
I infill i>.f|lf =
^ S a s 3 c/, S2o£°-3 ">
Ps! 11 SMiar 
? JMr JiFr11! 
I !?!! Il^l? n- O °T 57 R- H " S 3 o a; (i . '-i - r-, O W '•3 p i — — TO
=- fdSga ' c S 5. a 
Z .1. 5' S ~ £ g: ~ ' g S 
sT T3 3 - co 2 « S § to
s g M S H S^tr § g 
3- §§ SL- ~£ s !g_
? -pal8- HIT r? 
1 IP:I e'£ 11
! Isl^ I i- r; a S3 1 5 ^ " 5! & "• ?• o-s o 3 < 3 ~< a reco^S. R- — » R>
§ <^3< 3 ^ |
^ o 2. — 3- P 5 o 
^3 S-O * g. -|
0 g "• != I-1 J 7? 2 
Oq *j s » O _3 -1 S
* ell t 1 ?? wgmS"S§R
3- lo .5 o g: § | B: 
S. g. £g g ° X^
? n, -j ̂ g „ a; g- Q. n >— j 2 o> S? ti'
*7 »- p ^ Cu
* o s §- g: o si
§_ §- » | 1 2. § •
" -"^ ^? £>- CQ r-i ^
HliilE^llfss1 1
ffls^p riisss |
rs^'llflP's III 1 gSHTSs.g.E.Ha.g-S-g^ •<
§« : |Tg-s s-g-^ s s B g 
o c g g si'-s § r^- |s % 
s- o I s-| 1 B' 1' §' § s. s- § § ^^"SSS'SogBg-gS n
<>ua-noPB"->£iS;HS —
.<iis5rS"'aB"o2. « c







g^ s, §- E. g' tr- * S. s^So^ ""^X"" »OK'p_a grt«a
|-<fi § cT S 3 ^3 | 8-uS-g
I g §^E.^ ° !.-s ir^s- R'S^BS'K13^^'"
SJaTg-gQ^S-g-pTSB-^c 




' ^ s.-g "^ P E^S ™ &-S g-^
2~" r-r ct" P /-H x" t^ ^ n> op' o t3 O
S<" g a 5-0 o o-g-cff" o" ,-,
3- » ^ s. a.1™ S ™" p ^ n S S
5- -3 ? (S i7? s:^g.r s « ^-
Sl-iJfll^lt^
ifyii;in{p e-e S q B-w S -3 n S-^e. o Pjn>G-ft>IJO"'Oo'="'r'3n 2. tr* M' C ' ^ ?4 ^ c«o ^? S 
S &-OT <Jq ^3 ffg-^Q.™ ^"Q
|ll. |B.|||| l-ff
Qa>B"(ugT'->o 3-f5 >§ S- ™
Igf. J||| Fl^-l-'^S
5- p> D- c gTm B- & S ^ TO ™ 8
D Ci D-tS^-.<; w 9 P ^ ^ P ^
jn §-<S g] < S" g CT. S" E' " iT'1-*
S"" crS"§ha8a3""S-W'R





























































































u -9 = z 
- § -S '« E
•s s * «
c c o -So -o t:u o -a x.•s H '«
2 o . "S S
rt > "2 f c
> risk factor management 
cardiac education have d o individual patient's n ec ion thats been r centi) behavior c ange models,
*)•
SJ „ <-• "i >»- oo
« H -g S o oxa "> g P <"
11 -2 1 3 Ss y « — <» so « J3 rt ^ iL
o- ° S a ^ <u
Q. Q- Ji .2 .!2 3
rt d. E .ti „ c
w « p -o -g m
§ g i - S §
^s 2 s g-y











0 « S•a 2 S
n risk factor management s been postulated th tnu 
: factor management se vi
— a —
01 -C "
W 4_, 1-3 ~ -a
2 "2 a
J S.y« H -a
M- ai a; O i- -o
•2 x. rt 























O O O 
C 'ETn _




U _C 60 
0^5 S § Ĉ3
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disciplines 
Level of time devoted to
research endeavour
Assign key person to deaf 
specifically with the organisation 
Methods of promoting positive
response to research 
Regular information sessions 
Methods of securing funding and
releasing staff for projects 
Increase in information
support (library/IT) 
Inform and involve other
disciplines in the project
Assign key person 
Regular information sessions 
Funding applications 
Plans for releasing staff from duty 
Secure additional library/IT 
facilities
Attitudes to research at end of
project 
Level of success with release of
staff 
Level of success with funding
application 
Level of increase in library/IT
facilities
Accessibility to search databases 
Local pathways for obtaining
publications 
Level of published and unpublished
research in the specific area 
Availability of systematic reviews
in the area
Relative availability of research 
Time required to collect information 
Quality of research obtained
Accessibility to search databases 
Search of research in clearly defined
area 
Consistent pathways for obtaining
information 
Realistic time-frame for collection
based on the topic 
Select team/individual to carry this
task out
Critical review of studies obtained 
Development of standard/policy/
practice from information obtained
Secure all necessary reviews and studies 
Critical review of studies obtained
Extent to which plan was realised 
Quality and quantity of studies in the
area 
Audit of standard/policy/practice put
in place
Ease of understanding of available 
research
Possibility of accessing original 
researchers to provide sessions 
that may ease understanding
Designate key person to support
those involved in reviewing the
studies 
Translation of studies that are
difficult to understand 
Information sessions by seasoned
researchers on the topic for all
staff 
Information sessions with regard
to the progress and outcome of
the review 
Use of newly developed standard/
policy /practice
Support for those involved in
reviewing the studies 
Information sessions
Level of success in adoption of newly 
developed standard/policy /practice
Views of the multi-disciplinary team 
with regard to the innovation
Staff satisfaction with the venture and 
outcome
Adapted from: Fallen, N. and Timmins, F. (2002) Research-based practice: myth or reality? A review of the barriers affecting research utilisation in practice. Nurse Education 
in Practice 2: 99—108. With permission from Elsevier.
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Nursing models TOTEWSSVE CARE
Using the Roper9 Logan and 
Tierney model in a neonatal ICU
The Roper, Logan and Tierney nursing model is one of the most well-known in the UK and 
Ireland and is used in many other countries. This paper examines nurses' views on the model as 
described in the literature. It examines the model's usefulness in a neonatal care unit and 
focuses on the care of a premature baby, using the model as a basis for assessment and care
Mary O'Connor, RN, RM. 
Neonatal Nurse. Neonatal 
Intensive Care, Coombe 
Women's Hospital, Dublin; 
Fiona Timmins, MSc. BNS, RN. 
HNT, BNS. FFNRSCI. NFESC. 
Lecturer/Course Co-ordinator, 
Trinity College Dublin
ROPER. LOGAN AND TIERNEY 
NURSING MODEL. 
NEONATAL CARE
Box 1. The five 
components of the 
Roper, Logan and 
Tierney model
• TWelve activities 
of living
• Progression along 
the lifespan








Source: Pearson et al, 1996
O ver the past 30 years nursing has evolved from a task-oriented to a logical and sys­ tematic approach to care, using theories 
and models to guide practice (Pearson et al, 1996). 
Models of nursing outline a framework for 
nursing care that is systematically constructed and 
of scientific origin (Fawcett, 1995).
When used correctly a nursing model should give 
direction to nurses working in a particular area, as 
it should help them understand more fully the logic 
behind their actions. It should also act as a guide in 
decision-making and so reduce conflict within the 
team of nurses as a whole. This in turn should lead 
to continuity and consistency of the nursing care 
received by patients (Pearson et al, 1996).
The aim of this paper is to demonstrate the use of 
the Roper, Logan and Tierney Activities of Living 
Model (Roper et al, 1996) for assessing, planning, 
implementing and evaluating the care of an infant 
in a neonatal intensive care setting. This model 
was chosen because it is the most widely used in 
both the UK and Ireland. Although frequently 
used by nurses, the usefulness of models of nurs­ 
ing has been questioned (Bellman, 1996; Robb, 
1997; Tierney, 1998). However, despite reserva­ 
tions, the Roper, Logan and Tierney model (1996) 
has been suggested as suitable for use in intensive 
care settings (Robb, 1997; Sutcliffe, 1994). Indeed, 
Molloy (1996) advocates the use of this model in a 
neonatal setting. This model has received wide­ 
spread interest on both sides of the Atlantic 
(Tierney, 1998). Although its direct impact may be 
difficult to measure, it is widely taught in prepara­ 
tory nurse education programmes in the UK, and 
where models are used in practice it is described as 
'one of the most popular' (Tierney, 1998). Despite 
the acclaimed popularity of models and the sug­ 
gestion that the use of models is one of the hall­ 
marks of success in nursing practice (Fawcett and 
Carino, 1989), for many nurses models of nursing 
are viewed as 'distant and elitist' and are not always
Box 2. The stages of the nursing process
« Assessment of the patient
« Identifying patient problems
« Compiling a plan of care
« Implementing care
a Evaluating the effectiveness of this care
'valued by practitioners or managers' (Bellman, 
1996). It is hoped that exploration and discussion 
of this model will encourage practitioners to 
adopt a similar approach to neonatal nursing 
care delivery.
Literature review
A search of the electronic database Cinahl was 
performed using the key words 'nursing models' 
'nursing theory', 'conceptual framework', 'Roper 
Logan Tierney', and 'neonatal nursing,' revealing 
17 citations. AH of these citations referred to the 
period 1982 to 1995; there were no citations after 
this period. The majority of this literature referred 
to theoretical or theory-based papers and there 
were some isolated studies. One paper examined 
the use of the Roper, Logan and Tierney model 
(1996) in a neonatal setting (Molloy, 1996).
The Roper, Logan and Tierney model
The Roper, Logan, Tierney model (1996) centres 
on the patient as an individual and his relationship 
with the five components of the model (Box 1). 
Although activities of living are the main compo­ 
nent of the model, each person carries out all 
activities of daily living differently. In terms of the 
Roper Logan and Tierney model, 'this individu­ 
ality can be seen to be a product of the influence 
on the activities of all the other components and 
the complete interaction between them' (Roper et 
al, 1996). In an effort to promote independence in 
the activities of living, the model utilises the >
Project Two
Professional Nurse May 2002 Vol. 1 7 Mp. 9 527 
Contemporary Issues in Coronary Care Nursing Section C 377
INTENSIVE CARE Nursing models
Box 3. Case study
Baby David was born at 25 weeks and five days. He was delivered by emergency 
caesarean section because of a premature labour and multiple birth. He was one of 
triplets. Apgar scores were 7 at one minute and 9 at 10 minutes of age. Estimated 
weight was 700g.
He was intubated with a size 2.5mm endotracheal tube (ETT) cut at 7cm and 
secured at 6.5mm at the gums. Curosurf 100mg/kg was administered via the ETT at 
14 minutes of age. This is a porcine surfacant (phospholipid) used to prevent 
respiratory problems in pre-term infants who are deficient in surfacant. He received 
positive pressure ventilation using an anaesthetic bag at a rate of 40 breaths per 
minute in 90% oxygen with a peak inspiratory pressure (PIP) of 14-15cm while 
awaiting transport to NICK.
Admittance to NICU
David was admitted to the neonatal intensive care unit (NICU) at 32 minutes of age. 
He was the second of the three siblings to be transferred. On arrival in NICU he 
weighed 750g. He was placed on a pre-heated radiant warmer. He was attached to a 
mechanical ventilator on synchronised intermittent mandatory ventilation (SIMV) mode 
on a rate of 40 breaths per minute, with a peak inspiratory pressure of 14cm and a 
positive end expiratory pressure of 4cm, an inspiratory time of 0.45 seconds and a 
ventilation flow rate of 8 litres per minute in 70% oxygen.
David required sedation on admission as he was not synchronising with the 
ventilator. Morphine is the first sedative of choice in this unit; the neonatal registrar 
gave a loading dose. David was hypothermic, hypotensive. required intravenous 
therapy and was separated from his mother and two brothers.
Once his condition was stabilised his nursing assessment was formalised and 
documented using the model.
First assessment using the Roper, Logan and Tierney model
An initial assessment of his activities of living confirmed the assumption that he was at 
the dependence level of the dependence/independence continuum as he required full 
assistance with breathing, maintaining a safe environment, was unable to eat or drink 
and was dependent on staff for cleansing and mobilising as he was sedated.
Baseline biographical data were collected, including a history from his father (as his 
mother was recovering from the anaesthetic), the midwife who was present at the 
delivery and from the medical notes. The Apgar scores were noted and baseline vital 
observations of temperature, heart rate, and respiratory rate, blood pressure and 
blood-sugar level were recorded. A chest X-ray confirmed diagnosis of respiratory 
distress syndrome. Assessment findings are outlined in Figure 1.
This information was then transferred onto the nursing care plan documentation, 
and a care plan for the first 24 hours was outlined.
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stages of the nursing process to formulate logical 
stages for delivery of nursing care (Box 2).
The following section of this paper outlines the 
use of the Roper, Logan and Tierney (1996) model 
in a clinical setting. A case study is presented in 
Box 3. A care plan is used to provide a structured 
plan of action for David, the compilation of which 
is guided by the model of choice (Mason, 1999), 
which in this case is the Roper, Logan and Tierney 
model of nursing.
The processing of Baby David's care using the 
Roper, Logan and Tierney model provides an 
invaluable contribution to nursing this infant. 
This contribution may be considered under the 
following headings:
• Medical orientation
• Accessibility of theory
• The continuum scale
• Documentation
• Educational preparation.
Medical orientation The Roper, Logan and 
Tierney model has received substantive criticism 
for being medically oriented and for its focus on 
activities of living. Tierney (1998) accepts that the 
model does Little to 'loosen nursing from the medi­ 
cal model'. However, Tierney (1998) proceeds to 
suggest that this may well be a particular strength 
of the model as it allows nursing to work hand in 
hand with medicine, rather than trying to separate 
the two. Tierney (1998) describes this as 'refrain­ 
ing nursing's relationship with medicine'.
In the case of David, and possibly in neonatal 
units in general, the facility for the model to 
include quite medically oriented data in both 
the assessment and the care plan is a distinct 
advantage. The neonatal unit and infants therein 
often require a 'medical' approach to care, as 
much of the intervention is concerned with the 
administration of medications, other medical 
interventions and life-sustaining technologies 
such as ventilatory therapy.
Baby David required many medical interven­ 
tions, including mechanical ventilation, blood 
gaseous analysis, auctioning, blood pressure 
monitoring, administration of intravenous 
dopamine, incubation and intravenous fluids, all 
of which are interventions that, although medical, 
have evolved to become integral to the role of the 
nurse in critical care. Many of these therapies, 
although guided and prescribed by physicians, are 
managed exclusively by neonatal nurses.
Benner (1984) outlines the development and 
expansion of the role of critical care nurses into 
the medical domain. Nurses are involved in 
continuous monitoring and treatment of patients 
who are critically ill. They guide the delivery of 
ventilatory and cardiovascular support in inten­ 
sive care settings as well as other treatments that 
may have been ordered by the physician. Benner 
(1984) highlights the fact that the nursing role in 
critical care has also expanded greatly through 
unplanned practices and interventions delegated 
by physicians. An example of this is that nurses 
have become experts in titrating and weaning 
patients from vasopressors such as dopamine. 
Clearly, the ability of this model to incorporate the 
medical aspects of care, but yet provide a distinct 
individualised holistic approach, is a distinct 
advantage that moves away from 'checklist' and 
routine approaches to care.
Accessibility of theory Tierney (1998) suggests 
that the Roper, Logan and Tierney model presents 
'nursing theory' to practising nurses in a manner
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Figure 1. Initial assessment of baby David using the Roper, Logan and 
Tierney (1996) model
Name: Baby David 
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Assessment of activities of living
Baby David is totally dependent on care-givers. 
Difficulty maintaining adequate blood 
pressure due to an immature central nervous 
system. Blood pressure = 38/19 mmHg; mean 
BP = 24mmHg
Baby David is unable to cry due to the 
presence of an endotracheal tube. Baby 
David appears to communicate discomfort by 
expressions exhibited such as grimacing
Baby David is unable to maintain oxygenation 
and ventilation
Baby David is unable to co-ordinate sucking 
and swallowing
Baby David has passed urine and has not yet 
passed meconium
Baby David's skin integrity is satisfactory.
Baby David is hypothermic on admission 
as he is unable to regulate neutrothermal 
environment due to immaturity (core 
temperature is 35"C)
Baby David's mobility significantly reduced 
due to sedation
Baby David has no toys or personal items 
with him and is not exhibiting signs of 
awareness or play
Bonding with parents difficult at present due 
to the presence of invasive equipment
His name 'David' confirms his male identity 
Baby David is sleeping due to sedation
Baby David is critically ill; this is discussed 
with his parents
that is understandable, clear and simplistic. The 
model is easy to use and easy to translate into 
practice. This gives the practitioner a sense of'ease' 
with nursing theory as opposed to scepticism or 
rejection, which is common where concepts 
appear difficult to understand.
The continuum scale The use of a continuum 
scale within this model has been highlighted as 
particularly useful in neonatal settings (Molloy, 
1996). It can be easily incorporated into the assess­ 
ment and care planning of infants and clearly 
identifies to the nurse that the infant's dependency 
is due to his or her position within the lifespan, in
addition to the current condition that exists. 
This facilitates an understanding of the baby's 
condition further by shifting the emphasis away 
from 'ill-health to health' (Tierney, 1998), 
emphasising that dependency at this stage is 
normal and healthy.
Documentation Documentation is an important 
consideration in nursing practice today. Record- 
keeping is an essential function within nursing; 
however, the documentation aspect of care plan­ 
ning when using the Roper, Logan and Tierney 
model is a cause of concern to nurses who find this 
a time-consuming activity (Murphy et al, 2000; 
Mason, 1999). Mason (1999) explored issues relat­ 
ing to care planning for practising nurses at ward 
level, and how they use care plans in practice. 
Mason found that negative attitudes existed 
towards the use of care plans, including a belief 
that there was a mismatch between the demands of 
clinical practice and the need to document care, 
which often took place retrospectively at the end of 
a shift — whereas continuous documentation 
throughout a shift may be more helpful.
In neonatal ICUs, the use of the care plan is not 
particularly time-consuming, and the benefits of 
having a plan of care on instant view that may 
be used during handover or to inform nursing 
practice on the next shift, far outweighs any 
negative effects of time spent documenting. In 
addition, it is reassuring to have an instrument 
that allows the detailed documentation of care in a 
neonatal unit, as documentation from this area is 
often used in medico-legal situations.
Educational preparation Educational prepara­ 
tion is an important consideration for the use of 
nursing models in practice. For practising nurses 
the implementation of models may represent a 
significant change in practice.
For successful implementation of change and to 
avoid 'resistance' it is important to adopt a 
'bottom-up' rather than a 'top-down' approach 
(Wedderburn Tate, 1999). This implies that nurses 
need to be informed and involved at all stages of 
implementation, which would include education 
regarding the model of choice. Murphy et al's 
(2000) study revealed that nurses did not feel fully 
prepared to apply the model. The majority of 
respondents expressed a need for further 
education on the model. Even though many had 
received educational preparation, it is described 
as having occurred 'long ago' and thus had 
been forgotten (Murphy et al, 2000). t>
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The usefulness of nursing models
The usefulness of nursing models in practice has 
generated much debate in the nursing literature 
(Murphy et al, 2000). The Roper, Logan and 
Tierney (1996) model in particular appears to 
have generated debate regarding its usefulness 
beyond the general nursing field (Murphy et al, 
2000). Nursing models are continually being 
challenged and evaluated.
Evaluation of nursing models attempts to 
establish their relevance and value to nursing 
practice and to the patient (Aggleton and 
Chambers, 2000). Cormack and Reynolds (1992) 
furnish the nurse (the model user) with the crite­ 
ria for evaluating the clinical usefulness of models 
used by nurses. In this way they empower the 
nurse to make his or her own informed judgement 
of the suitability of a particular model to his or 
her field of nursing.
Fraser (1996) argues that Roper, Logan and 
Tierney's activities of living are a physical/physio­ 
logical method of assessing patients. However 
Newton (1992) rejects this, reminding us of the five 
factors influencing the activities of Living (Box 1). 
These prevent the nurse from focusing on 'the 
presenting problems' but allow the patient to be 
assessed as a whole, incorporating all 12 activities 
of living. This is demonstrated clearly in Baby 
David's assessment. His nurse could easily become 
preoccupied with his ventilation, thermoregulation 
and normotension, and overlook his parents' and 
his own psychological needs, which are fundamen­ 
tal at this time.
Marks-Maran and Rose (1997) report that some 
authors believe that the physical assessment predom­ 
inates over the psychological in the model. However, 
it could be argued that this is a reflection on those 
using the model rather than the model itself.
Understanding nursing models
There is evidence that nurses find nursing models 
difficult to understand, leading to lack of use 
(Cormack and Reynolds, 1992). Conversely, Girot 
(1990), has accused Roper, Logan and Tierney of 
simplicity. This simplicity has contributed to the 
popularity of the model. It is widely used in the 
UK and Europe, has recently been included in 
American texts and is translated into eight other 
languages (Tierney, 1998), emphasising its cultur­ 
al and geographical portability. Although the 
model has been used in practice for 20 years Fraser 
(1990) was unable to find research to support the 
model's validity. A lack of 'testing' is another criti­ 
cism of the model by Fraser. Cormack and
Reynolds (1992) suggest that a model should be 
valid, reliable and well tested. Tierney (1998) 
acknowledges this fact, but asserts that the model 
has 'research-generating potential'. In addition, 
Tierney also questions whether models 'can, and 
should, be tested' (Tierney, 1998).
Conclusion
Nursing models give a systematic direction to 
nursing care. The Roper, Logan and Tierney model 
(1996) is widely used in nursing practice in both 
the UK and Ireland. The patient is assessed on his 
or her or her ability to perform the 12 activities of 
living in relation to his position on the lifespan, 
and his or her level on the dependence/independ­ 
ence continuum and aims in care are identified. 
The goals of the care plan are mutually agreed 
between the nurse and patient and the family. 
Finally, evaluation of care determines whether or 
not the goals of care have been achieved, or if they 
need to be revised. The model provides a system­ 
atic and logical means of delivering care, encour­ 
aging team participation leading to primary care 
and continuity of care, abolishing the 1960's task 
allocation style of nursing (Roper et al, 1996).
In this paper the care of baby David is demon­ 
strated using this model. It was an effective frame­ 
work in this situation as his care followed a logical 
approach with due sensitivity. It also allowed for 
the incorporation of the many medical aspects of 
baby David's care within the neonatal unit
This critique of the model reveals that the Roper, 
Logan and Tierney model possesses clarity and 
consistency, provides for a holistic approach 
to nursing care and recognises nursing as an 
independent health-care discipline. The model 
provides a systematic framework for guiding nurs­ 
ing practice and documentation in the neonatal 
setting, although further testing of this model may 
be required in practice.
The authors acknowledge the negative attitudes 
that exist in some areas with regard to the use of 
models. However, it is suggested that the Roper, 
Logan and Tierney model (1996) serves as a useful 
adjunct to care delivery in the neonatal unit. 
Recommendations for practice include the incor­ 
poration of this model for use in neonatal units, 
with appropriate education for nursing staff 
involved. It is also recommended that the useful­ 
ness of the model be examined through research 
or audit means, and that the model is adapted 
locally to suit particular needs. D
The patient's name has been changed.
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Using the Roper-Logan-Tierney 
model in neonatal transport
Abstract
In recent years approaches to nursing practice have changed. Nursing 
theorists have advocated the need for nursing practice to be carried out 
using a systematic rather than an intuitive approach. A process 
of nursing has been developed as a method of organizing and delivering 
nursing care. This change in nursing practice has resulted in the need 
to establish a knowledge base that relates specifically to nursing. 
Conceptual models of nursing, advocated by nursing theorists, have come 
into use in Ireland, the UK and the USA. These models aim to promote 
greater understanding of people and their nursing needs. They advocate 
a certain approach to nursing and attempt to define nursing as a role 
independent from other health care roles. The need to develop a 
knowledge base specific to nursing remains a central tenet of the 
profession (Aggleton and Chalmers, 2000). Nursing models serve 
to provide this knowledge base through the description of the nature 
of people, health, environment and nursing. The aim of this article 
is to explore the use of the Roper-Logan-Tierney (RLT) nursing model 
in a neonatal transport setting. The first section provides an overview 
of the model. The second section describes the background information 
on a selected patient, followed by a detailed assessment of this patient 
using the activities of living. The final section evaluates the use of the 
model in this clinical situation with reference to literature on the topic.
The last 50 years has heralded much theoretical development in nursing. Nursing theories, mainly emanating 
from the USA, have strived to describe the 
nature of nursing and the distinct discipline 
that is nursing. This knowledge development 
that informs and guides much of today's nurs­ 
ing practice has conferred many professed 
advantages on nursing, including supporting 
the progression of nursing from vocation to 
profession (Alligood and Marriner-Tomey, 
2002). The impact that nursing theories have 
had on patient outcome is .less clear. However, 
it is perceived that they direct a logical, 
thoughtful approach to care that replaces tra­ 
dition and routine and is consistent with 
recent trends of patient-centred holistic care. 
In the UK and many parts of Europe, the 
Roper-Logan-Tierney (RLT) model of nurs­ 
ing, which was devised in Edinburgh, has 
been used to inform nursing practice (Roper
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et al, 1980, 1985, 1996). This model has been 
implemented widely in the area of general 
nursing and its use in neonatal nursing situa­ 
tions has been advocated by some (Molloy, 
1996; O'Connor and Timmins, 2002). 
However, little empirical evidence exists to 
support its use in this setting. Its usefulness in 
this area requires further exploration to pro­ 
vide suitable adjuncts to nursing practice and 
to encourage theory development in this area. 
The aim of this article is to apply a model of 
nursing to a cliuical care setting. The authors 
will attempt to apply the RLT model of nursing 
to a neonatal transport situation. The first sec­ 
tion will provide an overview of the model and 
give a brief description of the neonatal trans­ 
port clinical care setting. The next section will 
provide data on a selected patient and apply the 
principles of the RLT model of nursing to this 
patient's cate. A care plan is then outlined and 
finally the authors will evaluate the use of this 
model in this particular clinical care setting.
THE ROPER-LOGAN-TIERNEY (RLT) 
MODEL OF NURSING
The RIT model focuses on the patient as an 
individual engaged in living throughout a 
lifespan and moving from dependence to inde­ 
pendence according to. age, circumstances and 
environment. It has five main components or 
concepts that are all interrelated (Table ]).
Table 1. Components of the 
Roper-Logan-Tierney model
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The RLT model of nursing focuses, on the 
patient as an individual who is said to carry 
out 12 activities of living (Table 2).
Lifespan was described by Roper et al 
(1996) as the natural progression through 
life from birth — this replaced earlier refer­ 
ences to conception as the start of the lifes- 
pan (Roper et al, 1980, 1985) — to death. 
The stage that 3 person is at, i.e. infancy, 
childhood, adolescence, adulthood or senior 
citizenship, influences the individual's behav­ 
iour in each activity of living. Although each 
person is described as having a unidirection­ 
al movement from birth to death, the length 
is described as variable, as all people do not 
live through all stages of the lifespan. It is 
acknowledged that at different stages in the 
lifespan varying degrees of dependence and 
independence may occur. Stages of the lifes­ 
pan are outlined when a person cannot yet 
perform (infancy), or for various reasons can 
no longer perform (illness, accident) certain 
activities of living independently.
Each person is said to have a dependence/ 
independence continuum for each activity of 
living. Newborn babies are dependent on oth­ 
ers for assistance with all of the activities of 
living. The dependence/independence status 
of the individual is not only linked to lifespan 
but also closely associated with the factors 
that influence the activities of living. These 
factors (Table 3) interact and influence the
activities of living to produce individuality in - 
the way each person carries out all of them.
The emphasis on individuality is central to 
this model of living (Roper et al, 1996) and 
has been suggested as one of the most impor­ 
tant contributions of this model to nursing 
practice (Tierney, 1998). The nurse uses this 
model as a framework to guide assessment, 
identification, planning and implementation 
of actual or potential problems, as well as 
evaluating the outcomes of care. This allows 
the nurse to set objectives and priorities, iden­ 
tify care to be given and mobilize resources. 
He/she then provides the necessary services 
and evaluates the outcomes, making any 
changes necessary (Slevin and Basford, 1999). 
The crucial first step when using the model is 
assessment, which aims to establish the 
patient's abilities in each of the activities of 
living and to use this information to guide 
care planning.
THE NEONATAL INTENSIVE CARE 
TRANSPORT SERVICE
Although the neonatal intensive care transport 
service has long been available in the UK and 
USA, it is a relatively new concept in Ireland. 
It provides a dedicated, specialized service 
with specifically trained staff whose aim is to 
bring the modalities of the neonatal intensive 
care unit (NICU) to referring hospitals and to 
maintain that level of care during transfer 
under the supervision of a nominated consul­ 
tant neonatologist (Healy, 2003).
Many potential advantages of a dedicated 
transport service for neonatcs, as opposed to 
an ad-hoc service, have been identified in the 
literature. These include compatibility of incu­ 
bators with the ambulance, greater use of inte­ 
gral equipment, increased safety for staff and
The stage th'at 
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neonates, greater availability and specialized 
staff (Leslie, 1994). Published evidence sug­ 
gests that transport stabilization delivered by 
a competent team using appropriate equip­ 
ment can contribute to a positive outcome for 
transported neonates [Leslie, 1997) and may 
contribute to overall lower morbidity rates 
(Papiernik et al, 1999).
The national NICU transport service is pri­ 
marily used to transfer neonates from centres 
where intensive therapy is not available or to 
facilitate transfer between centres for special­ 
ized services. This team consists of a paedi- 
atric registrar, a registered nurse and ambu­ 
lance staff, all specially trained in the trans­ 
port of neonates.
Neonatal units in Ireland are classified 
depending on the complexity of care provid­ 
ed. Basic care is provided in level 1 units; spe­ 
cial care is provided in level 2 units; and high- 
dependency and intensive care are provided 
in level 3 units. In general, larger level 3, 
highly specialized units are located in large 
urban maternity centres and accept nation­ 
wide referrals. These units provide high- 
intensity medical and nursing care, including 
ventilatory and cardiovascular support. The 
smaller peripheral maternity units provide 
level 1 and 2 neonatal facilities. Women iden­ 
tified antenatally as having high-risk preg­ 
nancies likely to require intervention and 
therapy arc usually transferred before deliv­ 
ery to a maternity hospital with a level 3 
neonatal facility.
However, not all cases of prematurity or 
neonatal illness can be anticipated and there­ 
fore some neonates are born in centres that do 
not have the services available to them that an 
ill neonace requires. These neonates subse­ 
quently need to be transported elsewhere. The 
NICU transport team transfers neonates 
between centres for specialized services (car­ 
diac, surgical) or for additional services not 
available at local level (ventilation).
The following section outlines the care of 
baby Jonathon (pseudonym), who was born 
prematurely in a maternity unit providing 
level 1 neonatal care and was subsequently 
transferred by the NICU transport team to a 
level 3 facility for necessary additional ventila­ 
tory support. Using the RLT model of nursing, 
the care of a neonate undergoing transport 
from a level 1 to a level 3 facility is described. 
The RJLT model was used for academic 
study purposes and is not currently in use in
this neonatal transport setting. From the liter­ 
ature, it would.appear that its used in trans­ 
port settings is not common. However, the 
extent to which this reflects the situation in 
practice is unclear. Anecdotally, it would 
appear that these settings rely on other meth­ 
ods of nursing care delivery rather than use of 
distinct models to guide practice.
THE PATIENT
Jonathon is a neonate who was born prema­ 
turely (28 weeks gestation) in a peripheral 
maternity unit by spontaneous vaginal deliv­ 
ery. Premature infants often require ventila­ 
tory, cardiovascular, thermoregulatory and 
nutritional support. His weight was t.2kg 
and Apgar scores were 7 at 1 minute and 9 at 
5 minutes of age. Apgar scores are a univer­ 
sally recognized scoring system used to eval­ 
uate the physical condition of a neonate at 
birth (Roberton, 1999). This scoring is based 
on an assessment of the neonate's heart rate, 
respiratory effort, muscle tone, reflex irri­ 
tability and skin colour (Wieland Ladewig et 
al, 2002). A score of 8-10 indicates that the 
neonate is in good condition, and may 
require some suctioning and oxygen. 
However, an Apgar score of less than 8 usu­ 
ally requires resuscitative intervention 
(Wieland Ladewig et al, 2002).
The neonatal transport service was contact­ 
ed to transport this baby to a level 3 facility, as 
the regional maternity unit did not have the 
facilities to accommodate and ventilate a baby 
of this gestation. This unit is familiar with 
basic pretransport stabilization procedures 
and therefore provided fundamental care 
while awaiting the arrival of the transport 
team (Karlsen, 2000).
The staff at the hospital placed Jonathon on 
an open radiant warmer, a special flat work 
surface with an overhead heater, which allows 
easy access to the newborn so that essential 
care such as resuscitation may be given. 
Jonathon was then intubated orally with a size 
2.5 endotracheal tube (ETT), artificially venti­ 
lated with synchronized intermittent manda­ 
tory ventilation (SIMV), at a rate of .60 
breaths per minute and commenced on 80% 
oxygen. Maintenance intravenous fluids were 
commenced and baseline vital signs were 
observed and recorded. The transport team 
arrived and took over the care of baby 
Jonathon at this point.
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ASSESSMENT
At assessment, the transport team aims to 
establish the neonate's ability and level of 
independence/dependence within each of the 
activities of living, with consideration for the 
five main interrelated components of this 
model. The transport nurse is specifically des­ 
ignated to the transport team and therefore, 
assessment details and subsequent care plan 
will be reported and provided to the receiving 
hospital. In the case of Jonatnon, baseline 
biographical data were collected, in addition 
to information acquired from observation, 
measurement, and discussion with the other 
care staff and the family. The 12 activities of 
living provided the framework for assess­ 
ment. As a preterm newborn, Jonathon 
was at the beginning of the lifespan and at 
the totally dependent level of die depen­ 
dence/independence continuum.
Data were gathered on Jonathon during the 
assessment process through observation, 
nursing and- medical history, physical exami­ 
nation and collaboration with others 
involved. Initial assessment, using the activi­ 
ties of living as a framework, established that 
he required nursing intervention in all of die 
activities. During assessment, the priorities of 
care need to be determined and attended to in 
sequence. Actual nursing problems refer to 
existing health problems and potential prob­ 
lems refer to problems which the patient may 
have increased risk of experiencing (Hinchliff 
et al, 1998). Jonathan's assessment findings 
are outlined in Table 4. On completion of the 
assessment, actual and potential problems 
were agreed (Table 5).
These problems formed the basis' for the 
subsequent care plan. The care plan identified 
specific problems chat Jonathon presented 
with and developed a plan of action for their 
resolution within a neonatal intensive care 
setting. The written, structured care plan, 
although formulated specifically for use dur­ 
ing the transport period, was suitable for 
extended use in the hospital setting. A 
detailed handover of this care plan on arrival 
at the receiving hospital ensures continuity of 
the model and care plan use.
The issue of rime specifications for goal set­ 
ting and evaluation previously emerged as a 
problem (Molloy, 1996) with the use of the 
RLT model in this particular environment. 
Tois is because the duty of care in transport 
coincides with the length of the entire process
from initiation to completion, which is vari­ 
able in each case. The goals of care in trans­ 
port are relatively immediate,, e.g. ventilation, 
but the treatment.initiated can also have long- 
term goals. In a neonatal care study by 
Molloy (1996), goals were set without a time 
specification for achievement. For transport, 
it might be best to evaluate nursing interven­ 
tions on arrival at the receiving hospital and 
for the neonate to then be reassessed in that 
unit by the staff taking over his care (as rec­ 
ommended in this particular case).
It should be acknowledged that transport 
has additional, unique issues relating to die 
profound level of stress suffered "by parents 
and their intense need for compassionate, 
competent communication with the transport 
team (Healy, 2003). The use of the RIT 
model-based assessment and care plan helped 
to structure and facilitate this communica­ 
tion. The holistic approach to care advocated 
by the RLT model meets these parental needs
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by identifying the problems and outlining 
appropriate interventions.
VALUE OF THE RLT NURSING MODEL 
IN NEONATAL TRANSPORT PRACTICE
Hinchliff ct al (1998) suggested that choice of 
model ought to be influenced by the needs of 
the patient and factors associated with the 
particular hcaltlicare team, care environment 
and available resources. In this article, the 
RI.T nursing model was applied to the care of 
a neonate undergoing transport. It provided a 
logical aud systematic approach to nursing 
care (Slevin and Basford, 1999).
The usefulness of nursing models in practice 
has generated much debate in the nursing lit­ 
erature (Murphy et al, 2000). The RI.T model 
in particular appears to have generated debate 
regarding its usefulness beyond general nurs­ 
ing (Murphy et al, 2000). Nursing models are 
continually being scrutinized, challenged and 
evaluated. Ir is appropriate therefore to reflect 
on the usefulness of this model in planning the 
care of baby Jonarhon. Several frameworks 
have been suggested for evaluation of nursing 
models (Pearson et al, 1996). Using Cormack 
and Reynolds' (1992) criteria for evaluating 
the clinical and practical utility of models used 
by nurses as a guide, the usefulness of die RLT 
model in the transport setting was examined 
by tile authors of this article.
Cormack and Reynolds (1992) suggested 
that a model should be stated in a way that is 
clearly understood by nurses. The simplicity 
of the Rt.T model was highlighted by 
Marriner-Tomey (2000). This view was sup­ 
ported in this care study as the language used
in the model was found to be clear and simple, 
which led to ease of use in the care of baby 
Jonarhon. It also led to ease of communication 
with the parents. Steeper (2002) highlighted 
the importance of the use of simple language 
to convey the condition of the baby during 
transportation. Jonathon's parents appeared 
to have no problem understanding Jonathon's 
condition when it was discussed under the 
headings of activities of living rather than 
using complex medical terminology.
Cormack and Reynolds (1992) also sug- 
gesred that the scope of the model should be 
clearly delineated. The RI.T model was found 
to be quite specific in its scope and limita­ 
tions. The authors of the model have also 
clarified and refined many aspects of the 
mode! over the years (Roper cr al, 2000). 
Although the model did not provide specific 
information regarding neonates or the trans­ 
port setting, Cormack and Reynolds (1992) 
have suggested that it is up to clinicians local­ 
ly to adapt the model to their needs, and that 
universal application of one model verbatim 
was never the ultimate intention of rhcir 
advocates. Indeed, Roper et al (2000) have 
made it very clear that the RLT model can 
and should be adapted.
Local adaptation and development may 
encourage a. positive response to the use of 
models. Mason (1999) reported positive atti­ 
tudes where care plans were developed local­ 
ly. The model is new to this particular setting 
and has yet to be adapted. This process would 
require nurses' acceptance of the model, and 
their contribution to adaptation and develop­ 
ment based on their philosophy of nursing 
and patient needs.
Cormack and Reynolds (1992) suggested 
that the model should constitute an approach 
that is specifically nursing and should inform 
nursing in a unique way. However, this NICU 
transport situation was very much multidisci- 
plinary and the extent to which the RLT 
model informs this type of practice is uncer­ 
tain. Careful consideration and evaluation of 
its use in this setting may be required before 
its use is incorporated into NICU transport 
practice in this and other areas.
Cormack and Reynolds (1992) also sug­ 
gested that a model should be geographical­ 
ly portable. The activities of living model is 
widely known and used in the UK and 
Europe, so it could he suggested that the 
model is culturally and geographically
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portable. The Elements of Nursing (Roper et 
al, 1980, 1985, 1990, 1996) has now been 
translated into eight other languages 
(Tierney, 1998):
Models should assist with the identification 
of the range of human responses to actual or 
potential health problems and provide a diag­ 
nostic framework (Cormack and Reynolds, 
1992). The RLT model provided an excellent 
framework for outlining baby Jpnathon's 
problems and inclusion of the family. It also 
provided language and direction for problem 
identification. The use of activities of living to 
guide practice were useful in a neonatal inten­ 
sive care situation, providing a holistic rather 
than a task approach to assessment. The 
focus on physiological activities used in the 
model is of particular use in this situation, 
where physiological stabilization is a primary 
goal of care. Despite being criticized as being 
simplistic and overemphasizing die physical 
aspects of patients' care (Tierney, 1998), this 
proved an advantage for care planning for 
neonatal transport, as the priorities of care in 
this resuscitation and stabilization situation 
are physical and physiological.
Whether or not neonates need to be assessed 
using all activities of living is debatable. 
Participants of Mason's (1999) study stated 
that not all of the 12 activities of living could 
be applied to all patients. Nurses stated that 
they found it embarrassing to ask questions 
about the expression of sexuality. 
Furthermore, concern was voiced about the 
tthical implications of recording confidential 
information about playing and expressing sex­ 
uality from patients if it was not going to affect 
their treatment (Mason, 1999).
With baby Jonathon, assessment was carried 
out in all activities of living; however, some 
activities of living, namely expressing sexuality 
and working and playing, may have less rele­ 
vance at this stage of the dependence/indepen­ 
dence continuum. Therefore, the global appli­ 
cation of all the activities contained within, the 
model may need to be questioned in this and 
other areas.
One solution to this problem may be to 
modify and refine the model to suit patients. 
Mason and Chandlcy (1992) emphasized that 
clinicians who arc using nursing models must 
question and develop them. Leslie (1997) sug­ 
gested that finding one 'true' model of nurs­ 
ing might lead to 'poorly informed nursing 
care'. It is becoming increasingly popular to
select an appropriate model .of- nursing at 
local level and then adapt it according to local 
requirements (Lesley, 1997). McClune and 
Franklin (1987) and Graeme (2000) adapted 
models of nursing to suit their clinical areas. 
Indeed, Roper et a! (2000) endorse local 
adaptation of their model.
Models used in nursing practice should be 
reliable, valid and based on tested theory 
(Cormack and Reynolds, 1992). However, 
Tierney (1998), one of the original authors of 
the RLT model, questioned whether models 
should, or could, he tested, leaving the ultimate 
judgment of practicability and usability to clin­ 
icians. However, in reality, there have been 
problems with the application of the RLT 
mode] in mental health, care of the elderly and 
general nursing settings.
Murphy et al (2000) noted that there was lit­ 
tle evidence that the model guided care plan­ 
ning and that goals and nursing interventions 
were often not documented clearly. Reed and 
Robbins (1991) also found that nurses encoun­ 
tered many difficulties with the use of the RLT 
model. Qearly, some testing or evaluation of 
the mode] in practice would aid its develop­ 
ment. This particular case study found the RLT 
model to be a useful adjunct to care. The chal­ 
lenges of this model in practice, that have been 
identified iu the literature, require further 
exploration in this neonatal transport setting. 
The initiation of research study in this area 
would identify benefits and barriers to this 
model use and would be useful to inform prac­ 
tice in this area.
CONCLUSION
The use of the RLT model in a NICU trans­ 
port setting provided a clear framework to 
guide the care provided to baby Jonathon and 
his family. Further analysis of the model 
revealed that it was easy to understand and 
apply and sufficiently outlined the scope of 
nursing practice in this area. The RLT model 
may be of use as a framework for planning 
and neonatal care delivery.
However, the development of care plans 
should be clinically driven and modified over 
time on the basis of their use to suit the indi­ 
vidual needs of patients and individual clini­ 
cal care areas. In addition, empirical evidence 
needs to be generated to support the use of 
the models in practice. In this way, die nurs­ 
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body,<of knowledge to develop new plans of 
action for patient care tailored to the 
demands of the ever-changing clinical area.
Further refinement of the model at local 
level and testing the model in practice will 
expand the knowledge base that currently 
informs neonatal nursing (Roper et al, 2000):
'...We would not want this model, or 
any model, to be "set in stone" so we 
hope chat there will continue to be 
creative use and further development 
of our model in the future.' EOS
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KEY POINTS
• The Roper-Logan-Tierney model of nursing is suggested as a suitable framework 
for planning nursing care in a neonatal transport setting.
• The Roper-Logan-Tierney model of nursing could be adapted to suit the needs 
of localized neonatal settings.
• Further research is needed to provide evidence to support the use of this model 
in different areas of practice.
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Summary This paper is to demonstrate the use of the Roper—Logan—Tierney 
model [The Elements of Nursing: A Model for Nursing Based on a Model for Living, 
fourth ed. Churchill Livingstone, London 1996} (RLT) in assessing, planning, 
implementing and evaluating the care of an infant in a neonatal intensive care 
setting. The paper also provides an insight into student's .reflection upon learning 
during the programme and preparation of a care study. The RLT model provided a 
clear framework to guide the nursing care of Neonate. However, despite the lack of 
evidence as to the benefits the use of this model, individualisation of nursing 
practice [Journal of Advanced Nursing, 28 (1), (1998) 77] was a particular benefit 
that emerged during this study. Rather than focusing on the medical and routine day 
to day aspects of care in the neonatal unit, the use of the model allowed for the 
construction of a plan of care based on the baby's own specific physical, social and 
emotional needs. If models are here to stay, it is imperative that empirical evidence 
is generated to underpin their use in practice. Outcome measures, including 
outcome and satisfaction would contribute greatly to knowledge in this area. In 
addition, nurse's views of their use needs to be more clearly and widely 
articulated. 
© 2003 Elsevier Ltd. All rights reserved.
Introduction
The development of nursing knowledge has been a 
prevalent theme in the nursing literature for the 
past 30 years. Several theories of nursing and 
conceptual models of nursing have emanated from
"Corresponding author. Tel.: +353-1-459-4670. 
E-mail address: timminsf@tcd.ie.
the United States (US), with the development and 
utilisation of nursing theory remaining a prevalent 
and current theme in American Journals. One 
theory of nursing was developed in Edinburgh, 
which formed the basis for the Roper—Lo­ 
gan—Tierney model of nursing (RLT) (Roper et al. 
1980, 1985, 1990, 1996) that was widely used 
throughout Europe and the UK, after its initial 
conception, and remains in use in many areas
1471-5953/$ - see front matter © 2003 Elsevier Ltd. All rights reserved, 
doi: 10.1016/S1471-5953 (03 )00074-X
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today. Its recognition and inclusion in one recent 
text (Alligood and Marriner-Tomey, 2002) may 
indicate growing recognition by the USA of the 
presence of theory emanating from outside.
Fawcett, whose seminal (1984, 1993, 1995) work 
was pivotal in developing nursing's understanding 
of conceptual models recently (1999) expressed 
concern, with modern nursing, suggesting that there 
is little evidence of nursing theory occupying its 
true position as the central tenet of practice. 
Fawcett (1999) suggested that nursing's focus 
needs to be reorientated; a view with is supported 
by others (ALligood, 2002).
it has become increasingly clear to me that the discipline 
of nursing can survive if, and only if, we end our romance 
with medical science and the conceptual frameworks and 
theories of nonnursing disciplines. Fawcett (1999)
Fawcett (1999) would like all nurses to "em­ 
brace" nursing theory and conceptual models to 
ensure survival of the discipline. The author rec­ 
ommended that all nurses must "..fall in love with 
nursing science now and develop a passion for the 
destiny of the discipline of nursing" Fawcett
(1999). Conversely, Cormack and Reynolds (1992) 
suggested that the use of conceptual models and 
theory ".. provides no more than a pseudo-scien­ 
tific respectability".
Fawcett (2000) also expressed concern with the 
current nursing education programmes, stating 
that
The emphasis on practitioner skills in contemporary nurs­ 
ing education programs (sic) has diverted attention away 
from nursing models and theories and toward the so- 
called "medical model" as the base for practice. As a re­ 
sult, both the human experiences of health and nursing 
have been medicalised (sic)... The consequence of the 
contemporary thrust of nursing education does not por­ 
tend the advancement of nursing science or the survival 
of the discipline... If nurse educators are concerned 
about advancing nursing science and saving the discipline 
of nursing, they must explicate and support those nursing 
practices that distinguish nurses from other health pro­ 
fessionals.
Dr. Gail Mitchell, who is Chief Nursing Officer at 
Sunnybrook and Women's College of Health Sci­ 
ences Centre in Toronto and assistant professor at 
University of Toronto expressed similar views. She 
is intrigued that "..most undergraduate nursing 
students are not encouraged or supported to study 
the unique knowledge base of nursing". Fawcett
(2000) suggested that the only way to distinguish 
nursing from other disciplines is to base practice 
and education on conceptual models of nursing and 
theories of nursing. However, this author highlights 
that a gap exists in current provision of nurse ed­ 
ucation programmes. Many fail to explicitly dis­
tinguish conceptual models' and theories "rather, 
the content of entry-level and master's program 
(sic) clinical courses typically is drawn from any­ 
thing and everything but nursing" (Fawcett, 2000). 
The consequence of this, Fawcett (2000) suggests 
is that "..students cannot possibly learn to think 
like nurses..". Fawcett (2000) challenged nurse 
educators to underpin nurse education pro­ 
grammes with nursing theory and conceptual 
models of nursing and urged us "..not to abandon 
nursing". Only in this way, Fawcett (2000) sug­ 
gests, can we ensure the survival of the discipline.
Despite Fawcett's (1999) and Alligood's (2002) 
commitment to the development of nursing prac­ 
tice through the use of nursing theory and con­ 
ceptual models, there is opposition, within nursing 
to this view. Rawnsley (1999) in response to this 
Fawcett's (1999) paper rejected the notion of a 
purist knowledge base for nursing in favour of a 
more inclusive approach to nursing that draws on 
many areas of knowledge other than nursing. Sim­ 
ilarly, Heath (1998) highlighted that many theorists 
have become preoccupied with the role of theory 
development in raising nursing's professional status 
profile rather than concentrating on what is best 
for the patient. Heath (1998) dismissed Fawcett's 
views regarding the need for a distinct body of 
knowledge to guide nursing and develop the disci­ 
pline, as extreme.
The debate continues, however, from a prac­ 
ticing nurses perspective, current evidence sug­ 
gests that the use of theories and conceptual 
models of nursing may be useful adjunct to prac­ 
tice and therefore should be embraced. Nursing 
education however may be at a crossroads with 
regard to theory and conceptual model use. Dis­ 
satisfaction with conceptual model use in practice, 
and alternative care planning methods such as care 
pathways has prompted a move away from con­ 
ceptual model use in many practice areas and this 
may be reflected in education programmes. Fur­ 
thermore, in schools where conceptual models and 
theories of nursing are advocated, they may not be 
a central curricutar component as espoused by 
Fawcett (2000).
The transformation of nursing from that of vo­ 
cation to profession is a theme that permeates the 
literature. Many suggest that theories of nursing 
and conceptual model use have contributed to this 
development. One crucial stage in this process has 
been integration of nursing into third level insti­ 
tutes and the acquirement of first and higher de­ 
grees by nurses. Europe has integrated nurse 
education into university settings less universally 
and a slower pace than their American counter­ 
parts. Many European Nursing schools began to
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formalise links with third level institutes in the 
1980s and 1990s. The School of Nursing and Mid­ 
wifery Studies, Trinity College, Dublin, was estab­ 
lished in 1996, with collaborative three-year 
nursing diploma programmes offered in conjunc­ 
tion with hospital-based schools of nursing. Suc­ 
cessful completion of this three-year programme 
also led to registration as a nurse with the regula­ 
tory body for nursing in Ireland (An Bord Altranais). 
The University also offers an additional one-year 
part-time study that allows these students to un­ 
dertake a Bachelors degree in Nursing (BNS). This 
was a significant development in nursing education 
in Ireland, with over 500 graduates to date.
The opportunity to register for this year of study 
is also provided, to nurses with traditional nurse 
training background. This allows equity to univer­ 
sity education access for all practicing nurses. This 
is important to uphold the morale of those who 
may feel unnecessarily intimidated by the ad­ 
vanced academic qualifications of their younger 
counterparts. To facilitate admission onto this 
programme, an additional one-year part-time pro­ 
gramme is provided for registered nurses. This year 
does not confer an award per se, but was rather an 
access year, ensuring the necessarily knowledge 
and skills that would enhance practice and ensure 
success at BNS level. This initiative is known as the 
Access to Degree programme. Development of the 
core content of this programme reflected con­ 
temporary trends in nursing practice in addition to 
theoretical gaps that were perceived in traditional 
training programmes. The programme comprises 
five core modules, the scientific basis of nursing 
practice, ethics and law, research appreciation, 
health promotion and professional development in 
nursing. The substantive component of the latter
module is theory of nursing and conceptual model 
use. Over 150 students have attended this pro­ 
gramme to date, with the majority of these pro­ 
gressing successfully to BNS level.
2002 heralded the advent of all graduate edu­ 
cation for nursing students in Ireland, with full 
university integration. Each entrant to the nursing 
profession is obliged to complete four preparatory 
years of study in a university before being awarded 
a Bachelors Degree in Nursing Science (BSc). The 
provision of the Access to Degree and part-time 
BNS programmes are likely to be provided until 
needs reduce, which is estimated to be at least 5 
years.
The aim of this paper is to student experience of 
the professional development in module of the 
access to degree programme.
Application of conceptual models of 
nursing in practice and education
It is difficult to estimate the extent to which con­ 
ceptual models of nursing inform nursing practice 
and education situations. A search of the cumu­ 
lated index of nursing and allied health literature, 
using key terms commonly used for this topic, 
(Table 1) revealed an increased interest in this area 
in the late 1980s and 1990s with a project decrease 
for the early part of this century.
The application conceptual models of nursing in 
practice have followed a multifarious course. De­ 
spite the downward trends displayed in the litera­ 
ture on the topic, one seminal author on the topic 
has suggested that far from being over, the trend 
of nursing theory and conceptual models of nursing
ffi;-?^^ 






Conceptual models of nursing
Conceptual models of nursing
(utilisation)

































































Project Two Contemporary Issues in Coronary Care Nursing Section C 390
162 F. Timmins, J. O'Shea
has only just begun. Alligood (2002) predicted that 
nursing is entering a new era, theory utilisation, 
where the knowledge that has been developed can 
be operationalised. Thus narrowing the current 
hiatus that exists between theory and practice in 
some areas (Wood and Alligood, 2002).
This seems to be an anomaly. Authors such as 
Tierney (1998) are questioning whether models are 
extinct, Fawcett (1999, 2000) is appalled at the 
state of the science of nursing, and the literature 
on the topic is displaying trends of decline. Con­ 
versely, Alligood (2002) has suggested that we have 
only just begun! This disparity may relate to the 
interpretation of conceptual-based nursing and the 
use of nursing theory at the practice level. In many 
countries, the use of conceptual model- based 
nursing has become synonymous with care plan 
use. While care plans are undoubtedly fundamental 
to conceptual model-based, there represent only 
one small facet of the intervention. The result of 
this is that in practice, nurses may profess to use 
conceptual model-based nursing practice, but in 
reality, the focus is on documentation. This latter 
practice yields frustration, thus limits, and reduces 
model use.
This point was clearly illustrated by Griffiths 
(1998) who explored care plan use on two UK based 
hospital wards, one of which used the RLT model 
(Roper et al. 1990) and the other Orem's self care 
framework (Orem, 1980). Using triangulation 
methodology Griffiths (1998) investigated how nur­ 
ses described patient's problems. Data were col­ 
lected by retrospectively examining the care plans 
of 26 patients and quantifying the problems identi­ 
fied. Qualitative data were also collected through 
observation of the nurse handover. These latter 
data were analysed using a thematic approach.
Themes emerging were verbal and written 
problem identification, medical diagnosis/treat­ 
ment and psychological and sociological needs. It 
was found that the verbal handover provided con­ 
siderably more information than the care plans 
alone, and care plans relied heavily upon medical 
diagnosis. The verbal report also mentioned pa­ 
tients psychosocial needs, which were often not 
recorded on the care plan. Little difference 
emerged in problem identification between the 
two wards, despite professing to use two different 
conceptual models. The authors concluded that 
"written problem identification on both wards of­ 
ten bore little resemblance to the current needs of 
the actual patient. Often it was found that the 
medical reason for admission was recorded as the 
patient's problem with scant evidence of a nursing 
assessment leading to a nursing diagnosis that 
would address the holistic needs of the patient".
Clearly, the use of care plans on these wards had 
become an esoteric adjunct to care, with patient 
care information mostly confined to the verbal and 
cognitive domain, and the care plans functioning as 
an extension of the patients medical record, rather 
than a true reflection of conceptual-based nursing 
care.
Mason (1999) also found that while care plans 
were in use, they had little effect on nursing 
practice. They were similarly revealed as esoteric 
adjunct to care, that was troublesome, particularly 
on busy wards. Mason (1999) also used triangulation 
methodology to observe the effect of care plans on 
nursing practice in five clinical areas in the UK. 
Data were collected using participant observation, 
focus group interviews and diaries. All areas used 
the RLT activities model (Roper et al. 1990). One 
theme that emerged from the participant obser­ 
vation and focus groups was that the nurses clearly 
viewed the use of plans as a defence against liti­ 
gation. The nurses ignored most of the care plan 
during the verbal handover and referred only to the 
daily update section, which was commonly re­ 
ferred to as the kardex. The data also revealed 
negative feelings towards care plan use.
These findings were also echoed in Murphy et 
al's (2000) study. Murphy et al. (2000) examined 
whether or not the Roper et al. (1990) activities 
model was a suitable model for directing nursing 
care for clients with mental illness in an Irish set­ 
ting. Data were collected from two sources, a audit 
of care plans from a variety of psychiatric settings 
(n = -1440) in a particular region. Interviews were 
also conducted with 20 nurses from these areas. A 
22-item audit tool was used to examine criteria of 
importance to care documentation in psychiatric 
settings. It examined the extent to which the RLT 
model had guided assessment of the patient.
The findings revealed that model had guided as­ 
sessment in only 7.4% of cases. Only 6,7% patient 
problems were identified directly from the assess­ 
ment and problems were only stated explicitly in 
12.2% of care plans. Specific nursing interventions 
were only explicitly stated in 19.4% of plans. In 
many cases the plans lacked sufficient detail to 
guide a nurse's actions if they were dependent upon 
reading the plan. In 85.2% of plans evaluations of 
identified goals was not completed, 97.9% of care 
plans revealed model under utilisation. These find­ 
ings clearly indicate lack of consistent and appro­ 
priate use of the model in these particular settings 
from a documentary perspective. The extent to 
which this evidence reflects the actual practice was 
not revealed in this study, as practice was not ex­ 
amined per se. However, interviews with the nurs­ 
ing staff revealed ambivalence towards their use.
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Issues of educational preparation, the time 
consuming nature of documentation and the ap­ 
propriateness of the model within psychiatry 
emerged from the interviews. Many of the re­ 
spondents felt ill prepared to use the model and 
associated documentation due to lack of educa­ 
tional preparation. Many of them found that the 
documentation was a burden to them in the course 
of their duties. Several respondents also ques­ 
tioned the appropriateness of the model for use in 
mental health settings due to its perceived occu­ 
pation with physical rather than mental health.
Although negative views were evident in these 
studies, it appears to be related to the application 
of the conceptual models in practice and the focus 
on documentation, rather than the underpinning 
philosophy and aims of the models. Conversely, 
McKenna (1990) found that psychiatric hospital 
charge nurses held positive views towards nursing 
models (n = 58). Over a third reported that the use 
of models allowed for a systematic method of pa­ 
tient care and positively influenced patient care. 
Although negative aspects associated with their use 
did emerge in the study such as too much writing 
(n = 10), too many models (n = 6), need a suitable 
one (model) (n = 7), however, only a minority of 
respondents expressed negative opinions (23%).
McKenna (1990) identified educational support 
from third level institutes as essential component 
in the preparation of nurses for their use. Lack of 
educational preparation emerged strongly in Mur­ 
phy et al's (2000) study, and although not specifi­ 
cally addressed in Mason and Griffiths, lack of 
education could be responsible for inadequate use 
of conceptual models in practice. One author 
(Bellman, 1996) revealed success with improving 
practice in one clinical area through reflection 
upon the use of the RLT (Roper et al. 1990) modeL 
bellman used an action research approach that 
involved all staff in identifying problems and 
making appropriate changes. The collaborative 
approach to improving practice in this study 
emerged as a positive force and a motivator for 
change. This latter approach was also referred to 
as being 'bottom up', which meant that changes 
were not imposed from above. This notion was also 
referred to by Mason (1999) in her conceptualisa­ 
tion of her study findings. Mason (1999) surmised 
that where staff had a sense of ownership over care 
plans, they were more likely to be successful.
These studies reveal ambivalent attitudes by 
nurses towards conceptual model-based nursing 
care. If the latter is to be used successfully in 
practice, the first step in improving attitudes may 
be through assessment of nurse's educational needs 
in this area and the provision of education. Bellman
(1996) found that nurses had varying knowledge 
levels with regard to the RLT, those with recent 
diploma level study had undergone some study in 
the area, whereas others were less familiar. It is 
questionable whether a concept is likely to be 
successful where limited knowledge exists.
At a fundamental level, where conceptual mod­ 
els of nursing are in use, nurses require adequate 
education and preparation. Firstly, to understand 
and appropriately use the model and in addition to 
have the necessary knowledge and skill to critically 
evaluate, adapt and evaluate the model in the 
practice setting. Current thinking reflects the view 
that conceptual models nursing are here to stay, 
and need to be adapted, developed, and evaluated 
at local level (Mason and Chandley, 1992; Roper 
et al., 2000). (Mason and Chandley (1992)) em­ 
phasised that nurses who are using conceptual 
models of nursing must question and develop them. 
Lister (1997) suggested that nurse may draw on 
multiple models, combined with their own experi­ 
ence, to formulate a model for use in practice in 
their own specific context (Lister, 1997).
The extent to which conceptual models of nurs­ 
ing are taught or used to support curricula is not 
clear from the published literature in the public 
domain. Table 1 demonstrates the dearth of papers 
isolated when education is used as a sub term. Walsh 
(1989) argued strongly that the use of models in the 
classroom setting facilitated the teaching of nursing 
at BSc level. Many curricula are underpinned by 
conceptual models of nursing and the teaching of 
conceptual models is widely practiced in Europe; 
however, this appears to be less evident in the US, 
according to Fawcett (2000). The RLT is one of the 
most common conceptual models of nursing used in 
nursing curricula within Europe. Indeed this one of 
foundational aims (Roper et al. 2000).
Students entering access and BNS programmes 
at Trinity College were registered nurses with 
varied experiences, both educationally and prac­ 
tically, of nursing models. The inclusion of in­ 
struction on conceptual models within the 
professional development module was thought to 
be appropriate with particular emphasis on appli­ 
cation, utilisation and critical evaluation. This aims 
to improve practising nurses knowledge, applica­ 
tion, and analysis skills in this area.
Reflection on the personal and 
professional development module of 
the access to the degree programme
The personal and professional development module 
comprises 35-class contact hours, 20 h of related to
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nursing theory and conceptual model use, while 15 
h were devoted to personal development (com­ 
munication and academic writing skills). The as­ 
sessment of this module is a written assignment of 
2500-3000 words. Students are required to de­ 
velop a detailed care plan demonstrating the util­ 
isation of a nursing model, to discuss its historical 
development, its application to an area of clinical 
practice, and to critique its suitability to that area 
using current research literature. Student evalua­ 
tive comments revealed that the professional de­ 
velopment module is a positive experience for 
students (Table 2). This evaluation was completed 
by all those students, from a single cohort in one 
year (39), who attended class on the last day of the 
programme. These results are a reflection of 59% of 
the group (n = 23).
These findings reveal that interestingly that the 
area of conceptual models and theory encouraged 
them to access additional reading. More than 80% 
of them stated that the lectures related well to
practice. More than 70% of them thought that the 
module was enjoyable and interesting, with more 
than 80% stating that it made an important con­ 
tribution to the whole programme. Despite the 
time consuming nature of the assignment, a factor 
which emerged in the evaluation, the student 
feedback on this was extremely positive. 73% of 
them stated that it explored an area of interest to 
them. Clearly conceptual model use and develop­ 
ment is of interest to practicing nurses, particu­ 
larly those who may not have accessed this 
knowledge base during their initial nurse training 
programme.
Using Gibbs' reflective cycle (Gibbs, 1988 cited 
by Reid 1994, p. 39) one student recounted her 
personal experiences of learning about nursing 
theory/conceptual models during the Access to 
Degree Programme:
Personal reflection upon the learning about 
nursing theory/conceptual models during the Ac­ 
cess to Degree Programme:
•-Table 2 Student views of
Strongly agree Agree Uncertain Disagree Strongly
disagree






Contributed significantly 30%(n = 7) 
to my overall programme
Was well worthwhile 17%(n = 4)
Was welt organised 22%(n = 5)
Was interesting 13%(n = 3)
Was enjoyable 13%(n = 3}
Was well taught 22%(n=5)
52%{n = 12)
65%<n = 15) 
74%<n = 17) 
70%(n = 16) 
57%{n = 13) 
7S%(n = 18)
9£{n = 2) 














''Trie lectures on the professional and personal development module related to conceptual models were
22%(n = 5) 
22%(n = S)
74%{n = 17) 
74%(n = 17)
4%(n = I) 
4%(n = I}
7. Were well structured 
S. Encouraged me to read
after the lecture 
9. Related well to my
practice area
The module assessment for professional and persona! development module (development of a care plan)
30%(n = 9) 52%(n - 12) 4%(tt = I)
10. Was interesting 30%(n = 9)
11. Was intellectually 30%(n = 7) 
demanding
12. Assesses important things 13%(n=3)
13. Involves thinking 30%(n = 7) 
and understanding
14. Added a lot to my 40£(n = 9} 
understanding of the subject
15. Was particularly time 223S(n = 5}
consuming
:ife;:;:i: Encouraged me to read 17%(n = 4) 
^1:|||::: Related well to the 27%(n ~ 6) 
piijSffllKi'course as a whole 
18; Allowed me to explore areas 13%(/i = 3} 
of interest to me
52%(n = 12) 
52%{n = J2)
52%(n = 12) 
52%{n= 12)









9*(n = 2) 
4%(n = I)
61%(n = 14) 17%(n = 4) 9%(n = 2)
<n = 3}
13%(n = 3) 
9%{» = 2) 
17%(o = 4) 0
0
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Feelings and thoughts
During my initial nurse training, I acquired only a 
limited knowledge of one nursing model (RLT 
model). However, I had not encountered the 
practical adaptation of this model in the clinical 
nursing situation. My recollection of this model was 
that it was a daily nursing checklist of a patient's 
condition. I regarded it as a method of ensuring 
that the work was done and nothing was missed. It 
had always appeared to me to be an added work­ 
load onto an already-busy day. In my subsequent 
post-registration work experience both in general 
nursing and midwifery I did not encounter any 
nursing model in action in the clinical arena.
My first reaction to this module was one of dis­ 
content at the prospect of revisiting a topic of 
nursing, which had never greatly impressed me; 
this was probably because I had never used a 
nursing model in practice. I felt disadvantaged 
from the outset of the module and I questioned the 
relevance of such an academic exercise in a uni­ 
versity degree course.
My lack of knowledge regarding nursing models 
was notable and this hindered my initiation of the 
assignment. I was confused over the various terms 
being utilised, such as nursing theories, nursing 
models, nursing care plans and the nursing process. 
Were these terms being used interchangeably or 
did they all mean something different?
I chose to utilise the RLT model to my area of 
practice, solely because it was the only model that 
I had some previous knowledge of, albeit limited. 
This decision was made in an effort to reduce the 
workload that I envisaged this assignment would 
entail. However, on examination, this model was 
the most applicable to my area of expertise, which 
is neonatal intensive care, a view that is supported 
byMolloy (1996).
Evaluation
Positive aspects of the module 
The module lecturer was extremely thorough in 
guiding the class to complete this assignment to 
their highest potential. As many of the students 
were unfamiliar with model use, the lecturer pro­ 
vided students with an example of what was re­ 
quired in the assignment. This was immeasurably 
beneficial because it also contained examples of 
the layout of patient assessment forms, which were 
required to be included in the assignment. In ad­ 
dition a comprehensive reading list and lecture 
notes were provided. This was also extremely 
helpful in preparing the care plan.
Negative aspects of the module
The workload required in the preparation of the 
assignment was immense. I decided to design my 
own patient documentation, which was exceed­ 
ingly, time-consuming. I found the research liter­ 
ature evaluating nursing models conflicting, 
however I now realise the importance of presenting 
balanced arguments and synthesizing studies for 
academic exercises.
Analysis
During the course of writing the required assign­ 
ment I obtained examples of care plans from other 
hospitals, however I was unable to locate a hospi­ 
tal, which used an unmodified version of the 
model. This I felt did not confirm credibility of the 
model in its original form. However on the other 
hand the ease by which is can be modified is 
commendable.
Conclusion
I perceived that during the class, great emphasis 
was placed on the understanding and application of 
the conceptual models of nursing. I developed a 
sense of ease with nursing theory as opposed to 
scepticism or rejection, which is a reported com­ 
mon reaction where concepts appear difficult to 
understand (Roper et al. 2000). Although initially 
daunted by the prospect of learning this topic 1 
found that at the end I was anxious to learn much 
more, and explore other nursing models. Using the 
RLT in my assignment has allowed me accessibility 
to theory, as described by Roper et al. (2000).
1 now clearly see the benefits of using care 
plans. 1 found the model useful for planning the 
care of a baby requiring intensive neonatal nursing. 
The model has been criticised in the past for being 
physically orientated, however I found this helpful 
for the many physical aspects of care that require 
assessment and careful planning in neonatal in­ 
tensive. The use of the model also allowed for 
specific documentation, which is an important as­ 
pect of today's health-care delivery. The use of an 
individualised approach advocated by the model 
also encouraged me to fully address the psycho­ 
logical and social needs of the baby and mother. It 
was also helpful to incorporate some critical anal­ 
ysis into the assignment as this allowed me to think 
carefully about the positive and negative aspects of 
the model.
In my assignment, I outlined an account of a 
baby requiring neonatal intensive care using the 
RLT model (Roper et al. 1996) as a framework for 
nursing care delivery. I believe that the RLT model 
provided a clear framework to guide the nursing 
care of the baby. The language used in the RLT
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model was clear and simple, which led to ease of 
use in the care. This allows for ease of use in 
practice, particularly where there are novice nur­ 
ses and it also allows for clarity of thought (Cor- 
mack and Reynolds, 1992). The scope of nursing 
was also clearly outlined, although activities such 
as dying, working and playing and expressing sex­ 
uality may have been of lesser importance. These 
may perhaps need to be reviewed if the model is 
developed at local level. Adaptation of the model 
for neonatal use may also need to include the in­ 
corporation of assessment documentation such as 
the neonatal drug withdrawal scoring system 
(Coughlan et al. 1999) to provide sufficient infor­ 
mation for assessing and planning specific care 
interventions.
Future use of the model in the neonatal setting 
may require adaptation based on local expert 
nurses experience and views, in addition to merg­ 
ing with other models for practice as suggested by 
i\*ason (1999). The literature search on the topic 
supports the author's view that little empirical 
evidence exists regarding the benefits of this model 
or its reliability and validity. Clearly further re­ 
search in this area is required.
However, despite the lack of evidence as to the 
benefits the use of this model, individualisation of 
nursing practice (Tierney, 1998) was a particular 
benefit that emerged during this study. Rather than 
focusing on the medical and routine day to day 
aspects of care in the neonatal unit, the use of the 
model allowed for the construction of a plan of 
care based on the baby's own specific physical, 
social and emotional needs.
Conclusion
It is evident that many difficulties have arisen with 
model use and many of these stem from a lack of 
educational preparation. This paper outlines the 
positive student experience of attending a module 
of study related to professional and personal de­ 
velopment that addressed the theory and practice 
of conceptual model use. One individual students 
reflection upon learning from the module revealed 
the experience to be positive and enlightening, 
suggesting that the RLT model is useful model for 
use in the neonatal setting.
Conceptual models of nursing are clearly of in­ 
terest and relevance to practicing nurses. It is 
imperative therefore that nursing theory and 
conceptual model-based practice continues to be 
a core component of these programmes. McKenna 
(1990) has challenged educators to assist with the
educational preparation of the practitioners to 
maximise the potential of models that are in use. 
To this end, it is imperative that educators con­ 
tinue to develop and evaluate programmes that 
are of benefit to nurses in practice. These pro= 
grammes ought to consider the educational needs 
of these groups and consider clinical-based re­ 
search projects that enhance current use of con­ 
ceptual models. In response to Fawcett's (1999, 
2000) concern with the risk of extinction of the 
discipline of nursing, we would like to call on 
educators to enable practitioners towards in­ 
formed conceptual model-based practice and en­ 
courage them to explore and adapt current 
practice in this area to ensure that it adequately 
meets the local needs.
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Exploring Orem's self-care deficit 
nursing theory in learning 
disability nursing:
^~S ^j-
In a two-part article, Paul Horan and colleagues explore the relevance of this 
popular nursing model from a variety of perspectives. Can Orem's self-care deficit 
nursing theory be helpful in meeting the needs of people with learning disabilities?
.fSSKV: rem's self-care deficit nursing 
H !?; theory (Orem 2001) is widely 
'*•'?§.*'' used and accepted by nurses 
(Taylor 2002) and is one of the most 
frequently used theories in general nursing 
practice (Alligood and Marriner-Tomey 2002). 
This paper attempts to evaluate the theory 
as a means to address the unique needs of 
people with intellectual disabilities. Fawcett's 
(1995) template for critically analysing 
conceptual models is used. Fawcett (1 995) 
noted that the concepts and propositions of 
this theory could also be considered at the 
level of abstraction and generality of concep­ 
tual models, and referred to it as Orem's self- 
care framework. This author (Fawcett 2000) 
acknowledged that this framework is widely- 
recognised as a conceptual model. In discus­ 
sion and practical application it is also referred 
to as 'the self-care model' (Pearson et a/ 
2000). This term will be used throughout this 
discussion.
Prior to commencing this appraisal the 
authors held the belief that the self-care 
model (Orem 2001) was too complex to be
28 LEARNING DISABILITY PRACTICE vol 7 no 4 May 2004
applied successfully to the needs of those with 
an intellectual disability. This initial view was 
potentially in response to its relative under 
use in intellectual disability settings in the UK 
and Ireland, together with negative percep­ 
tions of the use of other conceptual models 
of nursing borrowed from the general nursing 
domain.
This paper aims to examine the potential 
of Orem's (2001) self-care model to meet the 
needs of people with varying degrees of intel­ 
lectual disabilities and additional physical 
care needs, in hospital, community and resi­ 
dential settings. Cognisance is taken of 
contemporary frameworks for the analysis 
and critique of models of nursing, in partic­ 
ular those offered by Fawcett (1995) and 
McKenna (1999). The benefits and deficits 
of Orem's self-care model are examined. The 
philosophical similarities between Orem's 
self-care model and current concepts of care 
for people with intellectual disabilities will 
be highlighted.
The terms intellectual disabilities/learning 
disabilities and mental handicap will be
used interchangeably in this paper to refer 
to the same client grpup. The term intel­ 
lectual disabilities/mental handicap and 
learning disability will be used to describe 
a client care group who receive nursing 
interventions from nurses who are regis­ 
tered within the mental handicap division 
of the register with An Bord Altranais (the 
nursing regulatory body in the Republic of 
Ireland).
Background
It is important to provide a background to 
the use of conceptual models of nursing 
within intellectual disability nursing in Ireland 
prior to embarking on an appraisal of Orem's 
(2001) self-care model. Intellectual 
disability/mental handicap nursing is in its 
infancy compared with other nursing disci­ 
plines. Mental handicap nursing is reported 
to have commenced in Ireland in 1957 
(Sheerin 2000). Although widely applied in 
other nursing disciplines, application of 
conceptual models of nursing within this 
sector represents a challenge. Contemporary
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models for care delivery for people with intel­ 
lectual disabilities have their origins in non- 
nursing disciplines such as psychology, social 
work or education, which appear to more 
closely suit this field, rather than traditional 
conceptual models of nursing, which often 
originate from a generalist nurse perspective. 
Although many espouse widespread appli­ 
cation across disciplines, use in general nursing 
settings predominates.
The use of conceptual models of nursing 
in mental handicap nursing in Ireland has 
been sporadic. Anecdotally, the use of the 
Roper-Logan-Tiemey activities of daily living 
model (Roper eta! 1996) was adopted by 
nurses due, in part, to the simplicity with 
which the model could be applied. However, 
this approach has received criticism for being 
linked to the creation of excessive docu­ 
mentation, as revealed in two Irish studies 
in psychiatric settings (McKenna 1990, 
Murphy eta/2000).
Nurses in Murphy eta/'s (2000) study also 
said that this model was too physically 
oriented for .use in mental health settings. 
It might also be suggested that despite the 
efforts of the the Roper-Logan-Tierney 
conceptual model (Roper et a/ 1996) to be 
holistic- it has tended to be used.in a reduc­ 
tionist manner, thus making it inconsistent 
with the holistic philosophy of care that 
pervades the overall direction of care for 
people with intellectual disabilities.
The reasons for the lack of uptake of 
conceptual models of nursing are multifar­ 
ious. The environment within intellectual 
disability nursing is often quite different to 
generalist nurse settings and hinders appli­ 
cation. In addition, many conceptual models 
of nursing are enshrined in the medical model 
of care, which is often perceived as being 
inappropriate in certain healthcare settings. 
Rather than assigning a dependent role to 
clients in this area, which some models 
espouse, contemporary trends within intel­ 
lectual disability care are for the integration 
of clients within the community with a goal 
of normalisation.
The concepts of normalisation (Nirje 1969. 
O'Brien and Tyne 1-981, Wolfensberger 1972).
social role valorisation (SRV) (Wolfensberger 
1983. Wolfensberger and Thomas 1983) and 
community integration (O'Brien 1987) form 
the predominant basis forthe delivery of care 
in the intellectual disability sector across a 
very broad range of practice settings.
Negative views of conceptual models in 
practice may be compounded by a view that 
most nursing theories and conceptual models 
profess universal application. Contemporary 
views are that a careful selection process takes 
place so the model chosen reflects the values 
and beliefs of those nurses using it (Fawcett 
et a! 1992). Orem's self-care deficit nursing 
theory (Orem 2001) is reported to be one of 
the most widely used theories in nursing prac­ 
tice (Berbiglia 2002). Although it has received 
some examination for use in learning disability 
settings outside of the UK (Raven 1988). 
unfortunately it would appear that there has 
been little cited work, research or academic 
dialogue or inquiry, from the authors' search 
of journals and internet databases, on the 
applicability of Orem's (2001) self-care model 
in the intellectual disabilities sector since 
Raven's (1988) paper.
Duff (1997) discussed Orem's (1991) self- 
care model, but only as a component of a 
larger piece of work examining nursing in 
overall context of caring for people with 
learning disabilities. The lack of cited work is 
unfortunate because there are many anec­ 
dotal examples of how Orem's (2001) self- 
care model might fit with contemporary 
approaches to the care of people with an 
intellectual disability. Orem's (2001) model 
has much in common with widely held philo­ 
sophical premises of care for people with 
intellectual disability, as suggested by Nirje 
(1969. 1980) Wolfensberger, (1972) and 
O'Brien (1987). It is in this context that the 
applicability of the self-care model (Orem 
2001) will be'critically appraised in this paper.
James 1968. Fawcett 1 995. Fitzpatrick and 
Whall 1996. Meilis 1991, Rhiel and Roy 
1980, Stevens-Bamum 1994. Walker and 
Avant 1 995). but all of these have their 
limitations. Despite the criticism leveled at 
such frameworks they all have much in 
common (McKenna 1999).
McKenna (1999) suggests that several 
seminal issues underpin all critical appraisal 
frameworks. These include questioning how 
the theory was developed, its internal struc­ 
ture, its use, its influence on knowledge devel­ 
opment within nursing, and its ability to 
withstand scrutiny. McKenna (1999) and 
Fawcett (1995) generally agree on the issues 
that should be addressed in an attempt to 
analyse or critique a nursing model.
This paper's appraisal of Orem's (2001) 
self-care model adheres to Fawcett's (1995) 
guidelines. The authors will examine the 
origins of Orem's model in relation to philo­ 
sophical development in the care of people 
with learning disability. How the environ­ 
ment, person, health and the nursing role are 
viewed within the model will be examined 
taking account of the needs of people with 
an intellectual disability. The sociological 
applicability of the model will be viewed in 
the context of the needs and people with an 
intellectual disability.
Analysis and critical appraisal of 
nursing models: schemes of work
McKenna (1999) suggests that a number 
of schemes to critically appraise nursing 
models have emerged since the 1960s 
(Chinn and Kramer 1995, Dickoff and
Origins
Orem's self-care deficit nursing theory (2001) 
was developed as a means to articulate 
nursing in the 1950s. Orem's seminal work.- 
'contributed to advancement of nursing inter­ 
nationally' (Fawcett 1995). It was developed 
at a time when theorists in the intellectual 
disabilities field were developing new philo­ 
sophical frameworks forthe delivery of care 
to this client group. Tables 1 and 2 highlight 
the key aspects of Orem's self-care model of 
nursing.
It is interesting to note that Orem's (2001) 
self-care model shares the'philosophical 
ideology of normalcy which is consistent with 
the intellectual disabilities theorists' concepts 
of normalisation (Nirje 1969. O'Brien and 
Tyne 1981, Wolfensberger 1972). This philo­ 
sophical parity, warrants further discussion.
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Philosophical parity
In an intellectual disability context, Orem's 
(2001) conceptualisation of universal self- 
care prerequisite relating to normalcy sits well 
with the philosophical underpinnings of 
contemporary care for people with an intel­ 
lectual disability. This is commonly referred 
to as the philosophy of normalisation or social 
role valorisation (Nirje 1969, O'Brien and 
Tyne 1981. Wolfensberger. 1972, 1983, 
Wolfensberger and Thomas 1983). Figure 1 
summarises some of the important congru- 
encies between Orem's self-care model and 
contemporary philosophies in learning 
disability nursing practice.
The eight universal self-care prerequisites 
proposed by Orem (1991) suggest the need 
to 'promote human functioning and func­ 
tioning within social groups in accord with 
human potential, known human limitations, 
and human desires to be normal'. In Orem's 
(1991) view 'normalcy is seen as that which 
is essentially human and that which is in 
accord with the genetic and constitutional 
characteristics of individuals'.
Orem's (2001) eight self-care prerequisites 
may be considered consistent with O'Brien 
andTyne's (1981) description of normalisa­ 
tion as 'the use of means which are valued 
in our society in order to develop and support 
personal behaviours, experiences and char­ 
acteristics which are likewise valued'. Philo­ 
sophically, Orem. Wolfensberger. Nirje. and 
O'Brien would appear to share common 
ground on the issue of normalcy/normalisa­ 
tion. Raven (1988) recognised the latter and 
examined the applicability of the self-care 
model to the care of people with intellectual 
disabilities in Australia.
Human rights
The self-care model would also appear to 
share commonly held assumptions regarding 
the rights of people with learning disabilities 
on at least one human rights issue. Orem 
(1991). cited in (Fawcett 1995), suggests that 
'adult persons have the right and responsi­ 
bility to care for themselves to maintain 
rational life and health'. It is widely perceived 
that the role of the nurse within the intellec-
Self care
Refers to the activities that individuals do to themselves/environments that adjust 
functioning in the interest of sustaining life, maintaining or restoring integrated 
functioning under stable or changing environmental conditions. Self care aims to 
maintain or bring about a condition of wellbeing.
Self-care agency
Refers to ability of individuals to: determine requirements for regulating functioning, 
judge/decide what to do and how to perform care measures to meet self-care requisites.
Therapeutic self-care demand
Refers to demands on individuals to meet:
@. Universal self-care requisites associated with life processes and maintenance of the 
integrity of human structure and function.
a Self-care requisites associated with human developmental processes and conditions 
and events that occur during various stages during the life cycle as well as events 
that may adversely affect development.
E3 Health deviation self-care requisites associated with genetic and constitutional 
defects and human structural and functional deviations and their effects, as well as 
with medical and diagnostic and treatment measures prescribed or performed by 
physicians.
Self-care deficit
The expression of a relationship of inadequacy between self-care agency and 
therapeutic self-care demand.
Nursing agency
A complex attribute of nurses developed through specialised education and training in 
theoretical and practical nursing sciences and through their development of the art of 
nursing in reality situations.
Nursing system
A dynamic action system produced by nurses as they engage in diagnostic, prescriptive 
and regulatory operations of nursing. There are three types of nursing system:
p Wholly Compensatory nursing system
This system is selected when an individual cannot or should not perform any self-care
actions. 
3 Partly Compensatory nursing system
This system is selected when an individual can perform some, but not all, self-care
actions. 
S Supportive Educative nursing system
This system is selected when an individual can and should perform all self-care actions.
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tual disability context is to enable and 
empower people with an intellectual disability 
to achieve such a right.
Orem's (2001) presupposition that human 
beings have the potential to develop the skills 
necessary for self care is congruent with 
another contemporary philosophy of care for 
people with an intellectual disability, social 
role valorisation (Wolfensberger 1983, 
Wolfensberger and Thomas 1983). Wolfens­ 
berger and Thomas (1983) suggest that social 
role valorisation involves an attempt 'to create 
: an existence for disabled people which is as 
dose to normal living conditions as possible 
making available patterns and conditions of 
everyday life which are as close as possible 
to the norms and patterns of mainstream 
society'.
Environmental issues
In 1995. Fawcett suggested that Orem 
(1991) had underscored the contribution of 
environmental factors in relation to an indi­ 
vidual's development It is possible, however. 
that;Fawcett (1995) misinterpreted Orem's 
(1991) conceptualisation of the environ­ 
mental issues. Orem (1991) views environ­ 
mental factors as having a dynamic interplay 
between physical and psychosocial matters 
and that it is only in this context that the 
environment can play a role in the care of 
and needs of individuals.
This interpretation fits nicely with the intel­ 
lectual disability context. The interaction 
between psychosocial, physical and envi­ 
ronmental factors is crucial to understanding 
the needs of individuals with an intellectual 
disability who present with challenging 
behaviours and is widely espoused in the 
literature (Durand 1990. Emerson et al 1987, 
Mansell 1992. Zarkowska and Clements 
1994).
Furthermore, Zarkowska and Clements 
(1994) share Orem's (1991) concept ofthe 
dynamic interplay between social, physical, 
environmental and psychological issues in 
relation to the adjustment of personal behav­ 
iours. They suggest that it is through the 
manipulation ofthe environmental settings. 
triggers, human actions and responses that
Table 2.
Theory of self-care deficit
People can benefit from nursing because they are subject to health-related or
self-derived limitations that render them incapable of continuous self-care or that result
in ineffective or incomplete care.
Theory of self care
Self care is a learned behaviour that purposely regulates human structural integrity, 
functioning and human development.
Theory of nursing systems
Nursing systems formed when nurses use their abilities to prescribe, design and provide 
nursing for legitimate patients by performing discreet actions and systems of actions 
that regulate the value of or the exercise of individuals capabilities to engage in self care 







an individual can be motivated to adjust 
personal behaviours.
Instead of underscoring the role ofthe envi­ 
ronment in explaining components of her 
model of nursing care. Orem (1991) demon­ 
strates an acute awareness ofthe dynamic 
interplay between many complex factors 
which can contribute to healthy or unhealthy 
states. In addition, Orem (1991) suggests that 
a developmental environment should be seen 
as a place where an individual could be moti­ 
vated to establish appropriate goals and to
adjust his or her behaviour to achieve such 
goals.
Such developmental environments and 
environmental manipulations form the very 
essence of care for people with intellectual 
disabilities in certain contexts. Durand (1990). 
Mansell (1992) and Emerson eta/ (1987) 
have written extensively on the need to adapt 
environments to bring about change in quality 
of life, reduction of challenging behaviour 
and general improvements in health for 
people with intellectual disabilities.
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Language
One major criticism the authors have regarding 
Orem's (2001) self-care model in relation to 
people with intellectual disabilities is language. 
Language, like - normalcy, prerequisites, 
dependence, and self-care agency - 
dependent care agency can be a little difficult 
to understand. People with an intellectual 
disability who may be actively involved in 
developing their own goals may have diffi­ 
culty grasping this language, given that 
language and communication difficulties may 
preexist.
Social utility: application to practice 
Orem's (2001) self-care model has much to 
offer people with intellectual disability, 
nurses caring for this client group and carers. 
While application was reported in Australia 
(Raven 1988). use or applicability of Orem's 
self-care model in an Irish practice context 
is in its infancy, although there is some 
interest at practice level and some attempts 
at application.
We would like to comment on the applied 
use of Orem's (2001) model in the authors' 
practice environment. At the time of writing 
this paper such attempts were not more than 
three months in operation. Initial reports from 
clients and nursing staff involved were posi­ 
tive. Staff and clients reported anecdotally 
that the system is working well, for a variety 
of reasons.
In an anecdotal report by a nurse using 
the self-care model for the first time, the care 
of one client with moderate intellectual 
disabilities had improved immeasurably. This 
was because the client's self-care needs were 
now being examined and addressed using 
Orem's (2001) comprehensive self-care 
model as a means to ascertain those issues 
which require nursing intervention. The 
model enables practitioners to look at a 
person's needs with much more sophistica­ 
tion than would be possible using more tradi­ 
tional, simplistic approaches.
Another potential benefit in practice with 
the use of this model (Orem 2001) is that it 
views the act of nursing as an attempt to meet
the self-care needs of individuals across the 
continuum of care - which might mean total 
care for one client or just education, main­ 
tenance and support for another client with 
intellectual disabilities (Raven 1988). Such a 
system would appear to sit well-with the 
needs of people with intellectual disabilities 
who present with varying levels of self-care 
needs. Those with severe to profound disabil­ 
ities may have high levels of self-care deficits, 
whereas a client with a mild intellectual 
disabilities may have less.
'In an anecdotal report 
by a nurse using the 
self-care model for the 






One of the professed benefits of the Roper- 
Logan Tierney conceptual model (Roper et 
a! 1980. 1985. 1990. 1996) is the devel­ 
opment of nursing curricula in the UK. 
(Tierney 1998). A similar picture emerges 
in Ireland, where many nursing curricula 
are developing using this model. Having 
evaluated Orem's model for use in learning 
disability practice, there are potential bene­ 
fits from using this framework in a nurse 
education context. Orem's (2001) model 
has particular application in the education 
of nurses who will specifically work in the 
intellectual disability sector due to the
VVolfensberger 1972).
Raven's (1988) work examining the appli­ 
cability of the model (Orem 1995) to an 
intellectual/learning disability context also 
offers an interesting template to teach 
student nurses about the similarities between 
nursing models and contemporary philoso­ 
phies of care for people with intellectual 
disabilities.
Conclusion
This paper has highlighted the overall contri­ 
bution the self-care model (Orem 2001) has 
made to nursing internationally, education­ 
ally and. in a limited way, to practice. From 
a learning disabilities perspective, the self- 
care model is extremely complex both in the 
language used and the framework's construc­ 
tion. However, there is no dispute that philo­ 
sophically the model is very much aligned to 
contemporary philosophies relating to the 
care of people with intellectual disabilities. 
Anecdotally. it has reported benefits in the 
practice setting and due to its philosophical 
parity, could have potential uses for the devel­ 
opment of nurse education curricula within 
this setting.
Raven (1988) initially suggested that intel­ 
lectual disabilities practice shares a certain 
congruence with this model and recom­ 
mended its application and evaluation in 
learning disability settings. Although response 
to this call has been slow, we recommend 
that practitioners consider its use to improve 
quality of care and to move away from 
medically based models that have dominated 
care in some areas. Only in this way can 
normalisation and integration become a 
reality for many •
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Exploring Orem's self-care model 
in learning disability nursing:
) the second of the two-part article, Paul Horan and colleagues examine the use of this popular nursing model in practice settings
he development of nursing knowledge 
has been a theme in general nursing 
literature for the past 30 years. Several 
theories of nursing and conceptual models 
of nursing have emanated from the United 
States, with the development and utilisation 
of nursing theory remaining a prevalent and 
current theme in US journals.
Fawcett. whose seminal (1984. 1993. 
'995) work was pivotal in developing
nursing's understanding of conceptual 
models, expressed concern (Fawcett 1999) 
with modern nursing, suggesting that there 
is little evidence of nursing theory occupying 
its true position as the central tenet of prac­ 
tice. She suggested that nursing's focus needs 
to be reorientated: a view which is supported 
by others (Alligood 2002).
It has become increasingly clear to us that 
the discipline of nursing can survive if. and
only if. we end our romance with medical 
science and the conceptual frameworks and 
theories of non-nursing disciplines (Fawcett 
1999).
Fawcett (1999) would like all nurses to 
embrace' nursing theory and conceptual 
models to ensure the survival of the disci­ 
pline. It was recommended that all nurses 
must 'fall in love with nursing-science now 
and develop a passion for the destiny of the
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discipline of nursing'.
Despite the commitment of Fawcett (1999) 
and Alligood (2002) to the development of 
nursing practice through the use of nursing 
theory and conceptual models, many in 
nursing oppose this view. Rawnsley (1999), 
for example, rejects the notion of a purist 
knowledge base for nursing in favour of a 
more inclusive approach that draws on many ..... . ... ,,
areasofknowledgeoutsideoftheprofession. '"dividual Will eventually
The nurse's role is in 
teaching, guiding and 
supporting so the
Similarly, Heath (1998) highlighted that many 
theorists have become preoccupied with the 
role of theory development in raising 
nursing's professional status profile rather 
than concentrating on what is best for the 
client. Heath also dismissed as extreme 
Fawcett's views regarding the need for a 
distinct body of knowledge to guide nursing 
and develop the discipline. The use of theo­ 
ries and conceptual models of nursing may 
be a useful adjunct to practice. However their 
use in the learning disability setting has 
received little attention in the literature.
This paper explores the use of Orem's self- 
care model of nursing in a community setting ' 
for persons with an intellectual disability. A 
case study includes a medical and social 
history followed by a detailed assessment 
using Orem's model of self care. A care plan 
is devised giving details of problems arising 
from the assessment, nursing actions, type of 
nursing actions and times of evaluation. The 
final section evaluates the utility of the model 
in this community practice setting, including 
relevant, evaluative literature on the topic.
Orem's (2001) model
Dorothea Orem, a well-known and respected 
nurse theorist from the United States, devel­ 
oped the 'self-care' model of nursing during 
the 1960s. 1970s and 1 980s. She dissemi­ 
nated her work through consultations, confer­ 
ences and publications. Orem does not claim 
that her model is the complete answer to her 
questions, it simply provides a framework in 
which to view nursing practice, education and 
management. This model offers a holistic view 
of the person, with less centrality of focus on 
physical health, which is consistent with goals 
of care in the learning disability setting. It
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be able to meet the self- 
care needs'
also shares a certain philosophical parity 
which we described in part 1 of this paper, 
that makes its potential usage~attractive.
Orem's (2001) self-care model of nursing 
is used extensively in nursing practice in the 
US and selectively used in Ireland. The central 
theme of Orem's framework is that people 
require nursing care when their needs for care 
exceed their own ability to meet these needs. 
This is termed a self-care deficit. Using the 
nursing process, the client's level of ability to 
self care is assessed, drawing from that the 
problems are identified and goals to re-estab­ 
lish self care are set.
Planning care involves guiding, supporting 
and teaching the client to deal with current 
and possible future problems. Evaluation is 
the last stage where an assessment is made 
as to whether or not the goals have been 
reached, or to what extent they have been 
reached. The model focuses on individual 
and holistic care. It offers a more varied 
approach to nursing care, giving the client 
choice and involvement in making decisions 
regarding health issues.
For the description of the case study we 
focused on two areas of self care: universal 
self care and health deviation self care. 
Universal self care relates to all human beings 
and includes the following requisites (activi­ 








• prevention of hazards. 
Health deviation self care relates to 
demands on self care due to illness, injury or 
medical care. When using the model the first 
step in the nursing process is assessment and 
diagnosis. Assessment is made of the indi­ 
vidual's current state of health. This will 
include the individual, along with those close 
to them. Also assessed is the individual's 
present demand for self care and the abili­ 
ties he or she has to provide it. A nursing diag­ 
nosis is then made, after which a nursing care 
plan is designed containing specific goals and 
nursing actions. When self-care deficits have 
been established a nursing system is designed 
to provide assistance. The types of nursing 
systems outlined in this model are wholly 
compensatory, partly -compensatory or 
supportive-educative.
The type of assistance given is discussed 
with the individual when planning care. The 
role of the nurse using a wholly compensa­ 
tory nursing system involves taking on respon-
..•*
sibility for actually carrying out those activities 
which will meet self-care needs. The indi­ 
vidual has no active role in care. In a partly 
compensatory system, the nurse will still need 
to do some activities which contribute towards 
meeting self-care needs. A supportive-educa­ 
tive system is provided when the individual 
is potentially capable of meeting self-care 
heeds. The nurse's role is in teaching, guiding 
and supporting so the individual will even­ 
tually be able to meet the self-care needs 
(Pearson eta/1996). Evaluation of goals will 
focus on the degree to which deficits in self- 
care abilities have been satisfied. Also consid­ 
ered is whether the method of achievement 
has been acceptable to the individual 
(Aggleton and Chalmers 2000).
The following section outlines the use of 
Orem's (2001) self-care model in a commu­ 
nity setting for a person with an intellectual 
disability (see case study).
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Sara (not her real name) is a 34-year-old
woman with a mild intellectual disability
who lives in the community, sharing a
home with two housemates of a similar
age. Sara was diagnosed with asthma ten
years ago. Asthma is a chronic
inflammatory disorder of the airways that
causes frequent episodes of coughing,
wheezing, chest tightness and difficult
breathing. It is controlled by inhaler usage
and environmental adaptation. Due to
the sudden change of routine, Sara found
the life adjustments difficult which
resulted in frequent visits to the accident
and emergency department, with exacerbation of symptoms. Sara had an
obvious knowledge deficit and had to be taught how to control her
asthma attacks by using breathing exercises and quick relief medications
(such as Salbutamol). She also required education about the benefit and
need for long-term preventative medications and about the condition
and the correct us.e of inhaler technique. Sara was taught these facts
before coming into care some five years ago, however, over the past
three years her control of her asthma had deteriorated to such a degree
that she was admitted to hospital via the local accident and emergency
department on three occasions.
Sara works locally in a factory and recent demands to work longer hours
were causing her to become stressed. The result was
that she was going to work in the morning with
sometimes just a cup of coffee and no breakfast. Sara
smokes and the number of cigarettes she was smoking
increased, possibly due to this stress. Some of the other
knock-on effects of her longer working day were: not
having time to relax and rest, being too tired to take
her inhalers, taking irregular and imbalanced meals and
neglecting any form of social activity and household
chores. Her housemates remained quite supportive and
often reminded her to care of herself. Up until then,
Sara had been her own self-care agent, only requiring
intervention on occasions. Her family lives abroad and
has no direct contact with her care. Her housemates are
good observers and inform her of changes they have
noted. Sara realised that she required assistance to meet
her self-care deficits therefore nursing intervention was
warranted. The following step in nursing process was -
investigated using Orem's model of self-care.
ACCIDENT & EMERGENCY
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Care plan for Sara
Assessment:
Assessing and planning the care for Sara 
involved the investigation and accumulation 
of facts regarding Sara's self-care ability and 
her self-care demands.
The assessment was carried out in the form 
of an interview at Sara's home. Sara's house­ 
mates were present for part of the assessment; 
they can play a vital role in helping Sara to 
re-establish her own self-care agency and are 
also influential in environmental decisions 
that may affect Sara, such as keeping pets, 
continuing changes to their routine and 
general effects on them. The environment was 
conducive to allow for a relaxed atmosphere 
and a tactful approach was used. Parts of the 
interview were recorded verbatim (with Sara's 
consent) to establish what she understood 
about her health situation. The assessment 
focused on two of three self-care categories.
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It was felt that the following categories were 
applicable in identifying Sara's current self- 
care demands/deficit. Universal self-care and 
health deviation self care (Pearson et a/1 996). 
This part of the nursing process determines 
Sara's usual pattern of carrying out self care 
and what her current difficulties are. Also 
obtained were baseline data, nursing obser­ 
vations, medical history and current medica­ 
tions. Problems were identified (figure 1) which 
formed the basis for the subsequent care plan.
Formulation of the care plan: 
After completing Sara's assessment it was 
agreed that a need for self-care demand 
existed in the following areas: Poor control 
of her asthma, avoiding/preventing the trig­ 
gers that exacerbate her asthma, smoking, 
diet, rest and relaxation. This part of the 
nursing process is where practical judgments 
are made to address the issue of what can be
done now and in the future (Cavanagh 1991). 
A decision for a supportive-educative nursing 
system was made. This was agreed to be the 
best approach in view of Sara's high ability 
in the past to manage her own self-care 
needs. To re-establish self care and meet her 
self-care demands, the following was outlined 
to establish goals:
• to reduce self-care demand to a level 
which Sara is capable of meeting;
• to enable Sara to increase her ability to 
meet self-care demand;
• to enable Sara's supporters (housemates) 
to give independent care when self-care is 
impossible or (initiate someone who can).
The objective of Orem's model is to elimi- 
. nate self-care deficits. The self-care demands 
were transferred onto the nursing care plan 
documentation. Problems were listed, followed 
by the goals that Sara would strive to achieve. 
The nursing actions and type of nursing actions 
to be applied were outlined. Daily recordings 
were made in the care plan progress notes. Sara 
was asked to keep a diary to record how she 
felt she was progressing. This could be used 
when reviewing the care plan so that Sara could 
give feedback on her progress. When evalu­ 
ating the care plan an audit of how Sara used 
resources would also be made. The care plan
j
would then be modified according to progress.
Evaluation of the use of 
Orern's model in practice
Consequent evaluation of the use of the 
model in this case (Cormack and Reynolds 
1992) found that the language used in the 
model was very medically orientated, using 
terms such as patient and diagnosis, which 
didn't necessarily apply to learning disability 
practice. However, the scope of practice was 
clearly delineated as the nursing needs of 
Sara were clearly identified and as an 
approach it was specific to nurses and nursing. 
This framework appeared to be valid, as 
making a nursing diagnosis and identifying 
appropriate nursing interventions was 
achieved. It appeared reliable as it can be 
applied to any area within the field of intel­ 
lectual disability. Orem's model is currently 
used in some practice settings in Ireland,
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where the philosophy of the service is to 
promote individualised and holistic care.
It provided an explanation for common 
human responses to health problems as it was 
established why a particular set of responses 
occurred. In Sara's case it was stress related. 
It allowed for identification of nursing inter­
ventions that enabled Sara to move towards 
optimum health and addressed the level of 
nursing assistance required while simultane­ 
ously promoting self care. It complied with 
ethical standards in nursing as it benefited 
the client by heightening awareness of the 
self-care deficits and a need for intervention.
Universal self-care requisites
Sufficient intake of air:
Sufficient intake of water:
Sufficient intake of food:
Bowel pattern:
Balance between activity 
and rest:




.Needs to stop smoking. Requires 
bronchodilators to assist intake of air. Has 
been administered oxygen in accident and 
emergency department. Cough is either 
productive or non-productive
Fluid intake is sufficient
Requires balanced diet, more vitamins and 
calcium. Needs to have breakfast
Regular
Doesn't rest enough. Her work and its 
stresses and her current medical condition 
appear to take up all her energy
Doesn't spend enough quiet time alone at 
home. Neglecting social activity due to 
tiredness, stress and ill health
The probability of Sara experiencing an 
asthma attack poses danger particularly if. 
she is on her own. Recording peak flow will 
give an indication of an impending attack
When ill, Sara has a limited ability to carry 
out some activities in home or socially i.e. 
housekeeping and walking. She has a great 
•desire and determination to five life fully 
despite the limitations that her condition 
places on her
Conclusion
The care for Sara was described using Orem 
self-care model of nursing. It proved a usefi 
framework in this situation because Sara wa 
involved in the entire process. From this sh 
became aware of issues relating to her self 
care needs and how to meet them. Thi 
authors have found that using Orem's (2001 
model in this practice setting has greatK 
enhanced Sara's own self-care abilities anc 
acknowledgment of deficits, plus preventing 
possible future problems. Through the use oi 
this framework Sara now knows how. and 
when, to intervene and how to maintain self- 
care. The authors recommend that Orem's 
(2001) model has potential for use in other 
community-based residential centres and that 
further critique, application and investigation 
of model use could greatly benefit care in 
learning disability settings •
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Abstract
Background: Over the last three decades, nurse theorists have strongly advocated the use of conceptual models of nursing to guide nursing
practice. Within coronary care units, conceptual model-based care has had inconsistent application and. is currently challenged by
contemporary approaches such as pathways of care.
Aims: This paper aims to critically analyze the use of Orem's [1] self-care deficit nursing theory as a modus operandi to effectively meet the
needs of hospitalized patients in coronary care.
Results: Although complex both in the language and construction, the self-care model [1], provides a comprehensive and holistic approach
to the care of people in coronary care.
Conclusions: This paper highlights the potential contribution the application of the self-care deficit nursing theory [1] to the coronary care
setting from a philosophical and practical perspective. Orem's [1] conceptual model of nursing and current practice in coronary care units
share certain similarities that render a useful model for use in practice. However, while it is recommended for consideration for use in both
practice and educational settings, further empirical woik is required in the area, together with realistic and practical application of the theory
to practice in a way that embraces contemporary notions.
© 2006 European Society of Cardiology. Published by Elsevier B.V. AH rights reserved.
Keywords: Coronary care; Nursing; Conceptual model; Model
1. Introduction suitable for application to the needs of nursing patients in
health care situations, although cognizant of negative
Orem's self-care deficit nursing theory (SCDNT) [1] is perceptions and contemporary objections to conceptual 
widely used and accepted by nurses [21 and is one of the model use [10]. However, the authors' commitment to the 
most irequently used theories in general nursing practice on going development and testing of a theoretical founda- 
[3]. Several authors suggest its application in coronary care tion and knowledge base for nursing practice led them to 
nursing [3—8]. Using critical analysis [9], this paper aims to explore the practical application of this concept further [10]. 
examine the potential of SCDNT [1] to meet the needs of From a practicing nurse's perspective, it is acknowledged 
patients in coronary care settings. The benefits and deficits that the model can appear complex in its application and 
are examined. This paper attempts to evaluate this theory as utilization and result in additional time spent dealing with 
a means to address the unique needs of patients in coronary paperwork [10].
care The SCDNT when utilized in practice settings is while
Prior to commencing this appraisal, the authors, both often referred to as Orem's self-care framework although
acadfanics, held the belief that this conceptual model was conceptual framework was the terminology proffered by the
original author [1]. In one discussion and practical 
application of this theory, it was reported as a self-care
- Corresponding author. Tel.: +353 1 6083699; fax: +353 1 6083001. "«&' ["]• T^ model wffl be refelred to as a conceptual 
E-maU address: dmminsagtcd.ie (F. Timmirts). model for the purpose of discussion within this paper.
1474-5151/J - see front matter © 2006 European Society of Cardiology. Published by Elsevier B.V. All rights reserved. 
doi: 10.1016/j.ejcnurse.2006.03.006
EJCN-002U;NoofPages8
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Orem's seminal texts on the topic [12] have undergone 
much evolution and development over the years. The most 
recent edition [1] more explicitly outlines the nursing 
contribution to practice and it is to this version that this 
paper refers.
It is important to provide a background to the use of 
conceptual models of nursing within coronary nursing in 
Ireland prior to embarking on an appraisal of this model. 
Conceptual model use is in its relative infancy compared 
with other countries. Introduced initially in the early 
1990s, use of the Roper Logan Tiemey Activities Model 
(RLT) [13] predominates. However, this approach has 
received criticism for being synonymous with excessive 
documentation as revealed in two Irish studies of mental 
health settings [14,15]. Furthermore, in a recent study [16], 
it was found that, despite RLT use, documentation analysis 
indicates that RLT application was little more than a paper 
exercise with 'references to ADLs (activities of daily 
living) for impression management' only. A predominantly 
medical approach to care by nurses is revealed. In 
addition, it was observed in the study [16] that nurses 
often construct a social reality that exercises patient control 
rather than empowerment, placing a high value on rituals 
such as the 'daily-all over wash' and a low value on 
patient expression of self-identity or independence. Al­ 
though this study does not refer to coronary care per se, it 
is timely to reconsider conceptual model use in Ireland, in 
light of these findings.
One limitation with the use of the RLT is that despite 
recent recognition [3] as a theory of nursing, it has 
undergone limited empirical validation or testing. In 
addition, due to its pseudo systems approach, it has received 
criticism for being little overly focused on medical rather 
than psychosocial aspects of care [15]. There are also 
notable omissions, such as pain assessment [17]. This later 
criticism may negate against its explicit use in coronary 
care, where pain relief is often a nursing priority.
Inadequate usage of RLT model in practice is a common 
finding. Previous UK studies have found its use to be little 
more than a paper exercise that did not reflect the reality of 
practice reflecting a type of 'hyperreality' [14,15,18,19]. 
This has also occurred with the use of the Orem's [1] 
conceptual model [15]. Despite the professed application of 
conceptual models to practice, nurses are inclined to operate 
from their own personal frameworks [18,20,21]. This 
personalised operation of nursing practice is often not 
committed to written record but rather stored 'in the 
memory of the nurses' and 'subject to loss' [21]. The result 
of which is 'imperfectly articulated intuitive knowledge' 
[20]. While some level of intuition is clearly important for 
nursing practice [20,21]. Timpson [22] suggests that the 
absence of sound theoretical base can potentially reduce 
nursing '.. .to the domain of the common-sense'.
In addition to the practical barriers to conceptual model 
use in the practice setting, there are also several contempo­ 
rary theorists who contend that these theories and models
are inadequate to inform the complexity of beaUhcare 
situations [23]. Benner et al. [23] suggest that the practice 
of critical care nursing should expand the boundaries of 
nursing theory and they were opposed to what they termed 
static models, unsuited to the dynamic of expert practice. As 
an alternative, these authors suggest that critical care nurses 
should focus on six aspects of clinical judgment and skilful 
behaviour within nine domains of practice. They proposed 
that these domains more accurately reflected the complexity 
of critical care nursing practice environment. However, 
while the skills and domains of practice outlined by these 
authors while useful to inform an understanding of the work 
of coronary care nurses provide little by way of direction for 
nursing action.
The increased use and popularity of pathways in 
coronary care represents another challenge for conceptual 
model use [7], Benefits of the latter include the potential for 
intra-professional working and care planning and increased 
benefits for patients including shorter hospital stays and 
reduced complications [7].
Although, anecdotally, there is apathy with regard to 
conceptual model use in the area of critical care, the SCDNT 
[I] is reported to be one of the most widely used theories in 
nursing practice [24] and is recommended for use in 
coronary care. It is timely therefore to consider its potential 
usefulness to coronary care nursing situations.
The theory (SCDNT) [I] asserts that individuals require 
continuous personal and environmental input in to function 
effectively. It also holds that human agency (the ability to 
act deliberately) involves both needs-based self-care and 
care of others. Furthermore, mature humans can experience 
limitations on this (self-care and care of others). Agency 
develops over time and enables one or others to provide 
inputs to ensure the effective functioning.
The SCDNT incorporates three overlapping theories [1]
Self-care is learned and performed deliberately. Mature 
and maturing persons usually develop and use skills to 
enable them to take care of themselves and their dependents. 
Self-care theory defines self-care as '.. .a human regulatory 
function that individuals with deliberation perform for 
themselves or have performed for them (dependent care) 
to supply and maintain a supply of materials and conditions 
to maintain life...' [1] (p. 143).
The self-care deficit theory outlines why individuals 
require nursing care. It is required for individuals when their 
needs for care exceed their own ability to meet these needs. 
Nursing care is required when the persons' self-care abilities 
are less than, or become less than, those required for meeting
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self-care demands. This is known as 'a deficit relationship'. A 
self-care deficit may be permanent or temporary.
The nursing systems theory is the unifying theory. It 
subsumes the theory of self-care deficit and the theory of 
self-care. The theory of nursing systems proposes that 
nursing is a human action, formed (designed and produced) 
by nurses through the exercise of their nursing agency for 
persons with limitations in self-care or dependent care. 
Nursing agency includes deliberate action.
Tables 1 and 2 highlight the key aspects of Orem's [1] 
conceptual model of nursing.
Table 1
Orem's (2001) conceptual model of nursing [1] key attributes
Self-care
Refers to the activities that individuals do to themselves/environments that 
adjust functioning in the interest of sustaining life, maintain int. or 
restoring integrated functioning under stable or changing environmental 
conditions. Self-care aims to maintain or bring about a condition of 
well being.
Self-care agency
Refers to ability of individuals to: determine requirements for regulating
functioning, judge/decide what to do and how to perform care
measures to meet self-care requisites.
Therapeutic self-care demand
Refers to demands on individuals (o meet
• Universal self-care requisites associated with life processes and 
maintenance of the integrity of human structure and function.
• Self-care requisites associated with human developmental processes 
and conditions and events that occur during various stages during the 
life cycle as well as events that may adversely affect development.
• Health deviation self-care requisites associated with genetic and 
constitutional defects and human structural and functional deviations 
and their effects, as well as with medical and diagnostic and treatment 
measures prescribed or performed by physicians.
Self-care deficit
The expression of a relationship of inadequacy between self-care agency 
and the therapeutic self-care demand.
Nursing agency
A complex attribute of nurses developed through specialized education 
and training in theoretical and practical nursing sciences and through 
their development of the art of nursing in reality situations.
Nursing system
A dynamic action system produced by nurses as they engage in
diagnostic, prescriptive and regulatory operations of nursing. There are
three types of nursing system
• Wholly compensatory nursing system
This system is selected when an individual cannot or should not
perform any self-care actions.
• Partly compensatory nursing system
This system is selected when an individual can perform some, but not
all self-care actions.
• Supportive educative nursing system
This system is selected when an individual can and should perform all 
self-care actions.___________________ ___________ 
From Horan, P., Doran, A., Timmins, F. Exploring Orem's self-care deficit 
nursing theory in learning disability nursing: philosophical parity paper. 
Part I. Learning Disability Practice 7(4) (2004) 28-33. Reproduced with 
Icind permission from the RCN Publishing Company [10].
Table 2
Orem's (2001) three key theories
Theory of self-care deficit
People can benefit from nursing because they are subject to health-related 
or self-derived limitations that render them incapable of continuous 
self-care or that result in ineffective or incomplete care.
Tlieory of self-care
Self-care is a learned behavior that purposely regulates human 
structural integrity, functioning and human development.
Theory of nursing systems
Nursing systems are formed when nurses use their abilities to prescribe, 
design and provide nursing for legitimate patients by performing 
discreet actions and systems of actions that regulate the value of or 
the exercise of individual's capabilities to engage in self-care and meet 
the self-care requisites of the individual therapeutically.
From Horan, P., Doran, A., Timmins, F. Exploring Orem's self-care deficit 
nursing theory in learning disability nursing: philosophical parity paper: 
Part 1. Learning Disability Practice 7(4) (2004) 28-33. Reproduced with 
kind permission from the RCN Publishing Company [10].
McKenna [25] suggests that a number of schemes to 
critically appraise nursing models have emerged since the 
1960s each having their limitations. Despite the criticism 
levelled at such frameworks, they all share much in common 
[25].
McKenna [25] suggests that the several seminal issues 
underpin all critical appraisal frameworks. These include 
questioning how the theory was developed, its internal 
structure, its use, its influence on knowledge development 
within nursing and its ability to withstand scrutiny. 
McKenna [25] and Fawcett [26] are in agreement with 
regard to these issues, which should be addressed in an 
attempt to analyse or critique a nursing model. This 
paper's appraisal of Orem's [1] conceptual model of 
nursing complies with these recommendations through 
the use of Cormack and Reynolds [9] framework. The 
authors also examine the origins of Orem's [1] concep-
Table3
Criteria for evaluating the clinical and practical utility of conceptual models
of nursing ___
1. Is the model clearly understood by nurses?
2. la the scope of the model clearty delineated?
3. Does the model outline an approach that is specific to nurses and 
nursing?
4. Is the model based on tested and accepted theory?
5. Is the model valid and reliable?
6. Is the model geographically portable?
7. Does the model assist with the identification of the range of 
human responses to actual or potential health problems?
8. Does the model provide an explanation for common human responses 
to health problems experienced by individuals?
9. Does the model enable nurses to identify nursing interventions?
10. Does the model specify the desired outcome of nursing interventions?
11. Does the model comply with accepted ethical standards in nursing?
Source: Adapted from Cormaclc, D.F.S. and Reynolds, W. (1992). Criteria 
for evaluating the clinical and practical utility of models used by nurses. 
Journal of Advanced Nursing 17, 1472-V47R.
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tual model of nursing in relation to philosophical 
development in the care of coronary care patients. How 
the environment, person, health and the nursing are 
viewed within the model will be examined taking 
cognisance of the needs of people with acute cardiac 
disorders.
2. Methods
Cormack and Reynolds [9] criteria for evaluating the 
clinical and .practical utility of conceptual models of 
nursing (Table 3) were used to evaluate the model under 
scrutiny. To provide data for the analysis, a literature 
search was undertaken utilizing the citation and abstract 
index of the CINAHL and Pub Med databases. Key terms 
used were Orem [and], nursing [and], coronary care. The 
search considered only those papers published in English. 
The search spanned a five-year period (2001-2006) to 
coincide with the publication date (2001) of Orem's 
updated conceptual model [1]. This yielded 23 citations. 
Pertinent articles [n = 8] were extracted from the search to 
inform the analysis. Inclusion criteria included: explicit use 
e>umination/description/discussion/application or referral 
to the SCDNT, in the context of coronary care and/or 
cardiac-related conditions.
3. Results
3.1. Understanding of the model
The papers yielded from the USA, Canada, Hong 
Kong and Finland [27—34]. No specific papers were 
identified that examined nurses or patients understanding 
or use of the model. Some papers examined distinct 
aspects of the SCDNT, such as self-care agency or self- 
care [27,29,33], rather than the entire use or effect of the 
conceptual model per se. These studies, while contribut­ 
ing to the theoretical development of the theory, did little 
to advance the practical application of the model or 
demonstrate its understanding in practice. Consistent with 
model's origin, the majority of papers are American- 
based, with little European use evident. This may indicate 
a lack of understanding among European nurses.
A concept analysis of self-care agency [31] suggests 
that this term is not fully understood. The suggested 
application of the SCDNT to understand why older adults 
require routine blood pressure measurement in out of 
hospital settings is put forward by one Canadian team 
[32] perhaps indicating an awareness and understanding 
of the model in this particular setting. One research team 
in Hong Kong provide suggest an opportunity for use of 
the model for patients following coronary angiography; 
however, in this study, the SCDNT is rather loosely used 
as an organizing framework for the study, with little
advancement of knowledge or understanding in the area 
for practicing nurses.
3.2. Scope of the model and an approach that is specific to 
nurses and nursing
Devised originally in the 1950s by a nurse theorist, 
Dorothea Orem, this model presents a specific and unique 
approach for nurses [1]. The search indicates that nurses 
perform research in this area [27-31,33,34]. The model 
appears to have sufficient scope to provide direction for 
research in the area of coronary care nursing, as reflected in 
the studies performed [27-31,33,34]. Consistent with 
findings from a review of an earlier version of the model 
[35], the model was sometimes used as an organising 
framework within a study, rather than specifically tested 
[28,30,34]. One aspect of the model that has particular 
relevance and application to nurses in coronary care is the 
Supportive Educative Nursing System referred to within 
SCDNT [30]. This latter framework has been successfully 
utilized in previous studies of heart failure patients and 
found to improve quality of life [36].
3.3. Tested and accepted theory
Within sourced literature, aspects of SCNDT are closely 
linked to concepts such as quality of life [29,30], health 
promotion [30,34], attendance at cardiac rehabilitation [34], 
information provision [30] and daily nursing interventions 
[28,32,34], important aspects of contemporary care in this 
area. Orem's conceptual model of nursing [1] also shares the 
philosophical ideology of self-care that is consistent with 
contemporary notions of care in this patient group (Fig. 1). 
Encouraging self-care is increasingly important among 
patients with heart failure, many of whom are provided 
with nurse support following discharge [37-40]. Further­ 
more, education about lifestyle, a crucial component of 
nursing patients with coronary heart disease, is inherently 
dependent upon the individual's ability to perform self-care. 
In addition, the notion of a supportive-educative nursing 







Fig. 1. Key similarities between Orem's (2001) conceptual model of 
nursing and contemporary philosophies in coronary care nursing practice.
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individualized patient education, information needs assess­ 
ment and emotional support that dominates the literature in 
this area for the past 20 years [41]. Orem's SCNDT has 
traditionally undergone testing [35]. This finding was 
reflected in this search, which indicated that a many articles 
relate specifically to testing of concepts within the SCDNT 
[27,29] and others use SCDNT as a basis to develop their 
research studies [28,30,34].
However, while SCDNT [1] is purported to be one of 
the most widely used theories in practice [24], has a 
Limited empirical base. Few empirical studies have 
examined SCDNT in sufficient detail [35,42]. Many 
studies identified by both Spearman et al. [35] and Taylor 
et al. [42] in their reviews revealed that, while the SCDNT 
[12] was often used as an organizing framework or a 
component of the study, its use was so limited that it did 
little to advance nursing knowledge in this area. This 
echoes the findings of this review. Furthermore, limited 
reliability and validity testing of the model has been 
carried out [35,42] and no examinations of these constructs 
within the coronary care context were observed in the 
current review. This indicates that the theoretical base 
requires further development.
3.4. Geographical portability
Although writers have been concerned in the past with 
the geographical portability of nursing models, particularly 
those emanating from the USA, this conceptual model 
appears to have widespread international application. 
Studies originate from countries such as USA, Canada, 
Hong Kong and Finland, with no reported difficulty with 
application for each particular purpose. However, there is a 
noticeable deficit of UK or European based studies in this 
area during this period.
3.5. Does the model assist with the identification of the 
range of human responses to actual or potential health 
problems
Historically, specific attention is devoted within the 
literature to exploration of the theories of self-care and 
agency [35]; this finding is reflected in the coronary care 
literature [27,29,33]. Although Orem [1,12] clearly outlines 
and provides a detailed account of human responses (self- 
care deficits), there is little empirical exploration of this 
aspect of the SCDNT [1] within the sourced literature.
3.6. Does the model enable nurses to identify nursing 
interventions
Nursing actions within the SCNDT (wholly compensa­ 
tory, partially compensatory and supportive educative) 
(Table 1) provide nurses with guidance regarding specific 
nursing interventions. With regard to coronary care nursing, 
the unique emphasis, within this model on the support and
education of patients is a particularly useful guide. Patients 
leaving coronary care often report information deficits and 
the literature abounds with papers suggesting the identifi­ 
cation of individual patient information needs and the 
provision of structured in hospital education [41]. It was 
also identified that support and information provision are 
closely Linked [41,43]. Patients require information to help 
prevent stress and improve their coping with hospital events 
[41]. Jaarsma et al. [36] note the benefit of supportive 
educative intervention for those patients with heart failure. 
The clear delineation of this activity within the model may 
be useful for coronary care nurses as it serves as a reminder 
of the importance of these concepts and also provides for 
description of these actions.
In keeping with philosophical notions of empowerment, 
Orem [1] viewed nurses very much as helpers. She defined 
nursing systems as 'helping systems'. Within this, further 
identification of nursing action was provided. Table 4 below 
highlights Orem's [1] 'helping systems and nursing 
actions'.
All of these actions are pertinent to the work of coronary 
care nurses and represent a distinct move away from a 
technological or medical focus of care.
3.7. Does the model specify the desired outcome of nursing 
interventions?
Nursing interventions guided by the use of this model 
provide for helping methods and wholly compensatory/ 
partially compensatory/supportive educative nursing inter­ 
ventions, together with an outline of required technologies to 
effectively meet the clients requisites. The ultimate desired 
outcome is to return the individual to self-care through the 
interventions and this is clearly indicated within the model's 
description [I]. Goals are clearly outlined and there is 
continuous movement away from wholly compensatory 
nursing actions towards self-care or care by others. However, 
within the literature, there is a distinct lack of testing of 
outcomes of nursing interventions using the SCDNT 
although this area has been examined to a limited extent in 
the past [36].
3.8. Educational utility
One of the professed benefits of the RLT conceptual 
model of nursing [13] is the development and organisation
Table 4
Orem's (2001) 'helping systems and nursing actions'_____________
Acting for or doing for another
Guide and direct
Provide physical or psychological support
Provide and maintain an environment that supports personal
development
Teach
Adapted from Orem D.E. Nursing: Concepts of Practice, 6th ed. London: 
Mosby, 2001.
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of nursing curricula within the UK [44]. A similar picture 
emerges within Ireland, where many nursing curricula are 
developing using this model. Having explored Orem's [1] 
conceptual model for use in coronary care practice, there 
are potential benefits from utilising this framework in a 
nurse education context. Orem's [1] model has particular 
application in the education of nurses who will specifically 
work in the coronary care setting due to the shared 
philosophical underpinnings of self-care, empowerment 
and education/support. In particular, the supportive educa­ 
tive nursing intervention could lead the way for additional 
developments in this area. Several nursing curricula in the 
USA are founded on Orem's SCDNT and current templates 
that exist may guide European developments in this area 
[44],
4. Discussion
This paper highlights the overall potential contribution 
of the Orem's [1] conceptual model of nursing to 
coronary care nursing internationally, from a research 
and practice perspective. While undoubtedly contributing 
to several empirical studies on the topic, there is a 
distinct lack of practical application within the literature 
that could serve to guide nurses currently working within 
coronary care. This may be because nursing models and 
in particular SCDNT [1] attempt to explain and articulate 
nursing activity as opposed the pragmatics of delivering 
nursing care. However, in order for practicing nurses to 
fully embrace the SCDNT from a European perspective, 
increased practical application is required, supported by 
action research and experimental research initiatives. The 
body of literature that exists remains largely descriptive.
The lack of practical discourse in the area limits the 
understanding and application of the model in practice, 
hindered further by its perceived complexity [10]. In 
addition, the lack of uptake within practice settings in 
places such as Ireland, further limits potential nurse 
investigation. Given the historical developments in the 
last decade within nurse education in Ireland [46], 
resulting in all-graduate preparatory education for nurses 
[46], proliferation of graduate and post graduate programs 
for qualified nurses, increased number of advanced and 
specialist nursing posts [47] and the universal application 
of prerequisite post graduate and Masters entry require­ 
ment for specialist and advanced practitioner posts 
respectively [48-51], it is disappointing that an important 
area, such as conceptual model use, particularly in 
relation to the SCNDT [1] remains underdeveloped. 
Enthusiasm for its use in practice would undoubtedly 
foster empirical examination in such an environment.
Despite under use and underdevelopment in the Irish 
context, it is important to consider its practical use and 
application, as philosophically the model is very much 
aligned to contemporary paradigms in coronary care
nursing. In particular, the SCNDT could be used to 
develop education programs [5,6], models for care for 
patients following angioplasty [30] and to improve and 
develop self-care ability of patients. Jaarsma [5,6] 
suggests that current cardiac nursing practice shares 
certain congruence with this model and recommends its 
application and evaluation across all coronary care 
settings. Although, response to Jaarsma's [5,6], this call 
has been slow, we recommend that practitioners consider 
its use and further empirical examination, to improve 
quality of care and to move away from medical-based 
models that have dominated care in some areas. Only in 
this way can the continued development of a knowledge 
base for coronary care nursing grow.
5. Conclusion
According to Alligood [52] nursing is entering a theory 
utilization phase, whereby nurses begin to use and research 
nursing theory in practice settings. However, with regard to 
the use of SCNDT [1] in coronary care nursing, there is 
time for increased application research, critical discussion 
and debate prior to this event [7]. Applying Toulmin's [53] 
four-stage framework of conceptual development, the 
SCDNT is at an embryonic stage with regard to coronary 
care nursing.
While coronary care nurses may have an identified body 
of knowledge and areas of concern (phase 1) [53], lack of 
evidence of practical application of the SCDNT together 
with current scepticism with nursing theory and conceptual 
model use may concur with stage 2 [53] and pave the way 
for movement toward adaptation and critical debate on the 
topic (phase 3) prior to the final utilization phase (phase 4). 
This suggested that developmental phase of the SCDNT [1] 
concurs with the generalized maturity of coronary care 
nursing with regard to conceptual model use [53]. Stewart 
[54] suggests that nursing is struggling with its theoretical 
foundation and argues that it is time for 'rigorous debate and 
constructive criticism within our profession.. .it is time for 
us to shrug off our comfortable apathy and become more 
engaged'.
Stewart [54] further suggests that cardiac nursing is : . . .at 
a crossroads of an important moment in its history'. Having 
abandoned what he terms 'archaic' rituals such as confining 
patients to bed following myocardial infarction, he suggests 
that nurses '.. .can be proud of its efforts to create new ways 
of caring for patients'. He identifies that cardiovascular 
nurses need to begin to generate new theory to inform 
practice. We suggest that SCNDT [1] could make a valuable 
contribution to theory development in this area.
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Abstract
In the UK, Europe and the USA, conceptual models of nursing are features of many undergraduate nursing curricula [Alligood MR. The 
nature of knowledge needed for nursing practice. In Alligood MR, Marriner-Tooiey A, editors. Nursing theory utilisation and application. 
London: Mosby, 2002, Tiemey AJ. Nursing models extant or extinct? J Adv NUTS 1998;8(l):77-85] and commonly used in practice. 
However, UK nurses in practice continue to be dissatisfied with conceptual model use [Griffiths P, An investigation into the description of 
patients' problems by nurses using two different needs-based nursing models. J Adv NUTS 1998;28(5):969-977, Mason C. Guide to practice 
or 'load of rubbish'? The influence of care plans on nursing practice in five clinical areas in Northern Ireland. J Adv Nurs 1999^9(2)380- 
387, Murphy K, Cooney A, Casey D, Connor M, O'Connor J, Dineen B. The Roper, Lagan and Tiemey Model: perceptions and 
operationalizarion of the model in psychiatric nursing •within one health board in Ireland. J Adv Nurs 2000;31(6):1333-1341j. An 
association with increased paperwork ami documentation together with a belief that these abstract concepts do not quite fit with the practice 
setting has resulted in a generalised apathy towards their use in some areas [Tinuruns F. Critical care nursing in the 21st Century. Intensive 
Crit Care Nurs 2002;18:118—127], In an era of concerns about both cost and quality, together with an increased impetus towards multi- 
professional working patterns and role expansion, alternative models of care, such as critical pathways and care pathways are gaining 
increased favour in the clinical setting [Johnson S, editor. Patbways of care. Oxford; BlackweH Science 1997]. The aim of this paper is to 
consider whether or not the traditional conceptual models of nursing are apt for today's practicing coronary care nurse. Specific questions to 
be addressed are: what is the research evidence that informs conceptual model use in coronary care and what are the conceptual models that 
Commonly inform contemporary practice in coronary care musing? Suggested ways forward for conceptual model use within nursing arc also, 
proposed. 
© 2006 European Society of Cardiology. Published by Hsevier B.V. All rights reserved.
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1. Introduction
In the UK, Europe and the USA conceptual models of 
nursing are features of many undergraduate noising curricula 
[1,2]. Nursing students receive instruction ?,bout nursing 
theory and conceptual model use and encouraged to use these 
in their practice. Indeed, since the advent of ntusing theory 
and conceptual models of nursing in the USA in the 1950s 
there has been continuous suggestion that nuT/aug should be
' TeL: +353 1 6083699. 
E-mail address: timminsf@tcd.ie.
based upon theory and that conceptual models should be used 
in practice [1,8]. Conceptual models of nursing such as 
Neuman [9], Roy [10], King [11] and Qrem [12] appear to be 
in widespread use across nursing in the USA and to a lesser 
extent in the UK. and Europe. Roper—Logan-Tiemey model 
of nursing (RLT) [13], a conceptual model developed in 
Edinburgh, has predominated conceptual nursing model use 
in the UK [2]. However, UK nurses in practice report 
dissatisfaction with conceptual model use [3—5]. An associ­ 
ation with increased paperwork and documentation together 
with a belief that these abstract concepts do not quite fit with 
the practice setting has resulted in a generalised apathy 
towards their use in some areas.
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In an era of concerns about both cost and quality, together 
with an increased impetus towards multi-professional work­ 
ing patterns and expanding roles of nurses, alternative models 
of care, such as care pathways are gaining increased favour in 
the clinical setting [7]. Enthusiasm for this approach is also 
reflected in the UK National Health Service (NHS) who 
developed a National Electronic Library for Protocols and 
Care Pathways [14] (NeLPCP), a component of The National 
Electronic Library for Health [15] (NeLH). This website was 
launched in 2001 and provides a Care Pathways Database 
containing more than 2000 entries ftorn more than 200 NHS 
organizations indicating the high level of commitment to care 
pathways that exists in practice. There is also a UK national 
organization, the National Pathways Association [16], that 
provides a network for professionals interested in sharing 
ideas and promoting care pathway usage and acts as a 
national resource on pathways and facilitates research into 
care pathways.
One area where care pathways may have gained credence 
over conceptual models based care is in relation to outcome. 
While there is a dearth of evidence supporting the overall 
benefits of conceptual model based on patient outcome, 
empirical evidence exists that suggest that pathway use has a 
beneficial effect on length of patient stay and reduction in 
complications [17]. As improving patient outcome is a major 
goal of health care, these facts inspire confidence in their use. 
While their use was advocated in coronary care, concern was 
voiced regarding the perceived depleted use of conceptual 
models of nursing [7,18]. Fawcett [8] voiced stronger views 
indicating that she feared the extinction of the nursing 
profession in the absence of practice based on nursing theory 
and conceptual model use. Walsh [19:102] cautions against 
'blanket implementation' of critical pathways suggesting that 
they are but one potential tool. Walsh [19:103] also 
recommends that the conceptual nursing model '.. .is not 
lost' and describes the potential of'building Orem's self-care 
model into a CP [critical pathways].. .'[19:104].
Several authors have suggested the use of Orem's self-care 
deficit theory of nursing (SCDNT) for use in coronary care 
settings [20—24]. Indeed, it is the conceptual model most 
commonly referred to in the area of coronary care. However, 
while the literature abounds with practical application of 
Orem's Conceptual model, there are few empirical studies 
that have examined SCDNT in practice [25,26]. Many studies 
identified by both Spearman et al. [25] and Taylor et al. [26] in 
their reviews revealed that while the SCDNT was often used 
as an organizing framework, or a component of the study its 
use was so limited that it did little to advance nursing 
knowledge in this area.
There is an impetus for nurses to examine the evidence base 
that informs their practice [27]. It is imperative therefore, given 
the divergent opinion that exists with regard to conceptual 
model use, and the increasing prevalence and importance of 
care pathway use, that the relevance, application and evidence 
base for the use of conceptual models of nursing in 
contemporary coronary care nursing practice be explored.
Over the past decade several recent studies have explored 
and examined the use of conceptual models within areas 
associated with coronary care. Rather than relying solely 
upon nursing models, these studies utilize an eclectic 
choice. Underlying themes within these studies are self- 
care, self-efficacy and caring.
2. Self-care
Although empirical testing of Orem's [12] conceptual 
models of nursing is apparently uncommon [25,26] one 
study [28] investigated the effects of nursing care based on 
Orem's [12] self-care deficit theory in a coronary care 
setting. The sample comprised of 104 patients who had 
suffered a myocardial for the first time. Nutritional self-care 
was measured using a diet record and a questionnaire. An 
experimental group received nursing nutritional intervention 
based on Orem's [12] recommendations over a 6-week 
period. The control group received usual care. Conceptual 
model improved and supported required dietary changes, 
thus indicating a benefit from promotion of self-care among 
these patients.
Similarly, using Orem's [12] self-care deficit theory, 
Lukkarinen and Hentinen [29] outlined self-care agency of 
patients with coronary heart disease (JV=250) using a self- 
care inventory (Self-as-Carer Inventory, SCI [29]). Self-care 
agency was described as requiring " a set of basic capabilities, 
such as perception and memory, a set of knowing and doing 
capabilities, a set of dispositions affecting the goals sought 
and a set of orientative capabilities and values" [29]. In their 
analysis men were found to have lower self-care agency 
scores than women. Age was significantly related to agency, 
as older patients expressed greater levels. Those who reported 
alcohol use or were smokers had lower scores and showed 
less appreciation for self-care. Similarly those with poor 
financial circumstances demonstrated less self-care agency. 
Interestingly, these authors [29] referred to "power compo­ 
nents" described by Orem [12] that were directly related to 
self-care. These include abilities such as attention, use of 
energy, movement, knowledge and decision-making [12]. 
The authors concluded that the self-care agency of the 
patients was moderate and many socio-economic factors 
affected it on an individual basis. This study described the 
level of self-care agency and attitude toward self-care without 
making reference to proposed outcomes of such character­ 
istics. However, Baas et al. [30] in their study found that 
quality of life in persons 3 to 6 months after a myocardial 
infarction was directly related to self-care resources, self-care 
knowledge (needs), activity level.
3. Self-efficacy
Self-efficacy is another construct referred to within the 
literature on conceptual model use for coronary care. Self-
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efficacy (confidence) is recognized as having an important 
role in changing behaviours and is a key component in 
"Stages of Change" models utilized in many areas of risk 
factor management [34]. Patients with Coronary Heart 
Disease require lifestyle advice and education, therefore this 
conceptual model that may be useful in practice. Certainly 
there is ample evidence within the work of Prochaska and 
DiClemente (The Transtheoretical Model, TTM) [34] to 
suggest its usefulness in changing behaviours. Although 
initially concerned with addictive behaviours, the TTM has 
been used successfully in. risk factor management [35].
Drawing on the work of Bandura [31-33] Prochaska and 
DiClemente [34] conceptualised self-efficacy as the indi­ 
viduals' evaluation of their own ability to perform a task. 
They also suggested that self-efficacy contributed to seif- 
liberation. Rossi and Rossi [36] perceived this to be of 
particular relevance in risk factor reduction and referred to it 
as the '.. .confidence an individual has in his or her own 
ability to successfully carry out a particular behavior'. In 
practice, Houston Miller and Taylor [37] found that 
measuring self-efficacy was useful for predicting success 
of cardiac risk factor behavioural interventions. They found 
that patient's ability to modify their behaviour, for example 
in the area of exercise was strongly influenced by their 
confidence. So rather than questioning patients about their 
ability, they suggested that the more prudent approach is to 
ask them about their confidence. Confidence may also be 
improved. Exercise activity was found to increase confi­ 
dence [38]. Intervention to promote self-efficacy was noted 
to improve dietary habits, exercise and cigarette smoking 
[39]. Telephone support (automated responses following 
standard algorithm answers) provided to patients after 
discharge following Coronary Artery Bypass grafting was 
reported to improve self-efficacy/confidence [40].
Measurement and improvement of self-efficacy as an 
approach were used successfully by Houston Miller and 
Taylor [37] in the US, whose nurse managed muitidisci- 
plinary approach to cardiac risk factor management and 
rehabilitation yielded positive outcomes, and research that 
contributed significantly to our knowledge in this area. On 
the contrary, reduced self-efficacy was related to an 
increased depression in one study [41].
4. Caring
Erci et al. [42] examined the effectiveness of a nurse's 
caring relationship using Watson's [43] Model of Caring 
Science on the blood pressure and the quality of life of 
patients with hypertension. The study included 52 patients 
with hypertension in four health care units in Turkey. Each 
of the participating nurse researchers was prepared in the 
use of Watson's [43] Theory and Model of Caring. While 
many of the participants previously believed that the 
hypertension would "go away", using this model, these 
researchers aimed to empower patients towards self-care by
"..sustain (ing) a helping-trusting, authentic caring rela­ 
tionship, and to develop the capacity of the patients to 
problem solve about their hypertension and to (perform self 
care)". The nurse researchers visited the patients and their 
families once a week for blood pressure measurement for a 
3-month period. At the end of care, a quality of Life scale 
was applied to patients, and blood pressures were measured. 
Results indicated that there were statistically significant 
differences between mean scores of general well-being., 
physical symptoms and activity. There were also significant 
differences between blood pressure before and after 
intervention. The authors recommended Watson Caring 
Model [43] as a guide to nursing patients with hypertension, 
as one means of decreasing blood pressure.
5. Discussion
Apathy exists in some areas with regard to conceptual 
model use [3-5]. Critical pathways have a considerable 
contribution to make to practice due to the impressive 
evidence base with regard to outcome. Conceptual model 
use, although prolific, often results in a paper exercise that 
bears little resemblance to the care that actually takes place 
[3—5]. Nurses often have an acrimonious relationship with 
the written word and many interactions take place in the 
realm of the non-verbal. Typically care maps and informa­ 
tion about patient are retained subconsciously [3] and they 
rely often on verbal reports from others rather than policies 
and procedures [44] or conceptual models of nursing [3-5]. 
However advocates of conceptual model use are vociferous 
in the support of the benefits [1,8]. Furthermore a professed 
lack of empirical testing of some models does not 
necessitate rejection. Rolfe [45] recently pointed out that 
even evidence based practice lacks evidence! He also 
questioned whether "hard evidence" is relevant to all 
domains of practice.
One way forward for coronary care nurses is to develop 
and modify conceptual models for local use [46]. Critical 
practice is the hallmark of contemporary practice. This 
moves on from reflection in and on practice to crucial 
analysis of local policy/procedures/knowledge, critical 
reflexivity and subsequent critical action [45]. What is 
required therefore is a reflexive approach to' the critical 
analysis of local model, development of localised philoso­ 
phies of care and subsequent adaptation and implementation 
using a systematic approach [47].
Regardless of the conceptual model chosen, self-care, 
self-efficacy and caring, which are three distinct entities, 
there are overlap and similarity that have implications for 
conceptual model use in coronary care. Nursing intervention 
according to Orem [12] involves nursing systems, a series of 
deliberate practical actions to meet patients' therapeutic self- 
care demands and to protect and promote patients' self-care 
agency (ability to meet their own needs) [12]. Self-efficacy 
is concerned with improving confidence in ones own ability
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and thus linked intrinsically to self-care, although not 
explicitly stated. Similarly, caring (according to Watson 
[43]), is concerned with promoting self-care through the 
provision of a supportive relationship. These concepts may 
be further conceptualised within the notion of empower­ 
ment. Empowerment entails confidence, knowledge, skills 
and education [48] and is embedded in the "nurturing 
nurse-patient relationship" [49]. Although typically asso­ 
ciated with health promotion in an outpatient setting, 
conceptual models embraced by nurses within coronary 
care could adopt this empowering approach. Patients report 
a lack of information or individualisation of care [50] after 
discharge from coronary care and this approach would serve 
to include patients and their families as active participants in 
care.
6. Conclusion
There is considerable discussion and debate, within the 
nursing literature with regard to the usefulness of nursing 
theory to inform nursing practice. Fawcett [8] expressed 
concern with today's nursing practice* suggesting that there 
is little evidence of nursing theory occupying what she 
describes as its true position as the central tenet of nursing 
practice. The feet is supported anecdotally in coronary care 
practice, where there is lack of consistency of both use and 
application of nursing theory.
Despite Fawcett [8] and Alligood's [1] commitment to 
conceptual model and nursing theory use by nurses, there is 
iittie evidence of examination or testing of conceptual 
models in coronary care nursing practice,
A conceptual model for coronary care nursing does 
readily emerge from literature however Orem's [12] self- 
care deficit theory of nursing is commonly referred to. Since 
Spearman et al.'s [25] and Taylor et al.'s [26] findings of 
lack of empirical testing of this model, examination and 
testing of concepts emerged within the studies have been 
identified, rather than merely using concepts as an organis­ 
ing framework or a component of the study, as these authors 
have observed.
However, the findings, like Spearman et al.'s [25] and 
Taylor et aL's [26], have limited application to practice. In 
the absence of large-scale longitudinal studies, only selected 
aspects of conceptual models or theory received scrutiny. 
For example self-care agency, one aspect of Orem's [12] 
SCDNT, was found to affect self-care behaviours of cardiac 
patients. In addition, the studies relate to small, mostly 
convenience sampling, with limited use of experimental 
approaches. This may be a reflection of the embryonic stage 
of theory development within nursing as according to 
Toulmin's [51] four-stage framework; nursing theory 
evolution is not complete. In the first stage, the discipline 
identifies its own body of knowledge, areas of concern, 
methods and goals in a slow developmental fashion. Stage 
two involves the filtering of ideas and concepts with
rejection and retention of ideas as appropriate with those 
that fit the discipline surviving over time. The third phase 
involves adaptation of theory by the discipline in an 
environment of debate, critique and innovation. In the final 
phase, ideas, concepts and theories that are most useful to 
meet the local demands are selected by the discipline for 
use.
Critical practice is clearly required [47] to combat current 
scepticism and under-use of nursing theory and conceptual 
model use in coronary care nursing that reflects this natural 
development of concept evolution [52]. Indeed, Stewart 
[52], a prominent cardiac nurse, recognized that cardiac 
nursing is struggling with its theoretical foundation and 
suggests that it is time for 'rigorous debate and constructive 
criticism within our profession.. .it is time for us to shrug 
off our comfortable apathy and become more engaged'. 
Although Alligood [1] suggested that we are entering 
utilization phase, from a European perspective, there is 
little evidence of this and there is certainly time for more 
critical discussion, debate and consideration of the contri­ 
bution to conceptual models of nursing to coronary care 
practice. In particular, a cohesive research focus in this 
particular area would illuminate a way forward for 
conceptual model based musing in coronary care and 
strengthen the theory base that Fawcett [8] so ardently 
desires. Empowerment is a concept within coronary care 
nursing that requires further scrutiny and examination. 
Furthermore conceptual models such as SCDNT [12] that 
embrace notions of empowerment need to be explored, 
critically analysed, adapted and empirically tested in local 
practice. A realistic empowerment strategy also needs to 
extend even beyond localised settings. As evidenced in this 
paper, socio-economic factors impact upon confidence and 
behaviours of coronary patients [39].
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Appendix One: Narrative Four, Project Two: Returning to the experience 
in the Domain of the Self-Nursing Practice 2000-2003
I secured a post as a lecturer in nursing at a large Dublin University in 2000. 
Interestingly I remember when asked by a colleague at a conference at the time how 
I felt about the move, I said that I felt 'liberated'. This lady empathised as she had 
recently performed a study as part of her MSc on this topic and liberation was one of 
the emerging themes. Certainly university life has been liberating. Facilities such as 
extensive library resources, access to electronic databases and personal computer, a 
personal phone and freedom with regard to personal time allocation were key to this 
for me. There was also freedom to publish without unnecessary permissions 
required.
This development of tools and frameworks to assist others continued when I entered 
the university setting. I began my university teaching to a group of qualified nurses 
(n=40) who were undertaking the first year of a two-year part time bachelors 
program. This first year was called Access to Degree and students had not studied 
for several years prior to entry (some up to 20 years). Academic writing was very new 
to all students. These nurses had undertaken their preparatory training when it was 
run as a hospital-based certificate program, and formal academic writing featured 
very little. As course coordinator for the group, it was brought to my attention that the 
group was very anxious about their writing skills and required additional direction. 
Although students had received six hours tuition in study skills and writing within this 
actual module, as a group they expressed a wish to view an example of an 
assignment.
At course committee it was decided that the next two course assessments did not 
lend themselves to providing examples. There was fear among lecturers that 
students would copy. The teaching for my particular topic within the module, nursing 
theory, which was also to be assessed, had not begun. I suggested to the class that I 
would provide a guideline for preparing the assignment for that topic and they were in 
agreement. I began to prepare guidelines that would motivate the students. To be 
thorough in my preparation, I read all the assignments for the previous cohort (n=60). 
This assignment required the students to outline a plan of care for a patient using a 
conceptual model of nursing of their choice. I noticed very obvious deficits in the 
students' previous work. Firstly, they had frequently used hospital documentation for 
these plans, which was often a greatly altered version of the model. They provided 
little or no justification or rationale for use and in addition, these plans were an add­ 
on to the essay and bore little relationship to the discussion of models.
Students had particular difficulty linking ideas and sections within the text and there 
was little or no attempt at critical analysis of the chosen models. Although two or 
three models had been taught, students used only one model. To address these 
issues I devised a sample assignment that addressed core components: academic 
writing and use of references, logical flow, application, and critical analysis. It did not 
comprise a full essay or contain a complete patient care plan. I provided blank 
documentation and displayed how this could be managed. This blank documentation 
also allowed hospital documentation to be avoided as they could copy for use.
During the classes that followed (15 hours) I used a modified lecture with a lot of 
discussion and practical application. I pointed students to 3 key texts/papers rather 
than the extensive reading list that I had inherited, and used these sources actively in 
the class. I talked the students through the sample assignment and dealt with many
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questions that arose, clarifying many issues such as selection of patients, diagnosing 
problems and so on. The core learning outcomes for the class were addressed in a 
very subtle way (as opposed to didactic lectures on each topic).
The lack of critical analysis evident from the previous group in the papers that I 
explored led me to add instruction in this regard to my teaching. Although this was 
an expectation of these assignments it was not a specific learning outcome or taught 
explicitly within the module. Cerbin (2001) had a similar experience:
In my own case, I discovered fundamental discrepancies between my 
professed learning goals for the course and students' actual performance. 
The course syllabus indicated that critical thinking was an important goal 
of the course but, on close examination, I found I actually did little to 
facilitate the development of students' thinking
To increase student skills of critical analysis, I introduced the class to models of 
analysis developed (frameworks) for use with nursing theory/models. Once they had 
familiarised themselves with the nursing theory/models, they began to analyse the 
strengths and weaknesses of them, using various frameworks, in groups and 
presenting their findings back to the class.
The assignment, although time consuming, was a rewarding experience, and having 
an exemplar helped the process. This approach I had taken, that was primarily 
student led had successfully allowed me to 'model' through the use of an exemplar, 
rather than expecting students to start from first principles. It provided students with a 
vision of the final product, which hitherto they had struggled with. This is a powerful 
learning method from a psychological perspective and particularly applicable to 
learning in a practice-based profession.
I feel that it took courage to 'step out' of the standard syllabus to change things for 
the benefit of the students. It took courage to use an example, which to some 
appeared to be spoon-feeding, when in reality, although directive, it became a 
platform for accelerated learning for all. Indeed many students surpassed the course 
aims. This realisation gave me freedom within my teaching to continue to take risks, 
also mindful to make the necessary changes in response to the relevant 
environment.
I was absolutely overwhelmed by the richness of the work that they presented in the 
final assignments. Rather than stale book based work as the previous cohorts 
presented, these assignments were alive! The patient case was clear and integrated. 
The standard of writing was good; students used a variety of models and all students 
at least attempted critical analysis, using a relevant framework. I was so impressed 
by the work that when I spoke to the class later I encouraged them to attempt to 
publish their work in peer-reviewed journals.
I offered to support them in their endeavours or work with them on projects as they 
decided. I developed my own protocols with regard to ownership of material, which I 
made very explicit at the outset to any student that approached me. I could either (a) 
provide guidance on the publication of the students' own work (reading drafts and 
providing advice on journal selection etc) whereby the student retains full single 
authorship or I would (b) support the student in an increased capacity by working 
directly on their paper to prepare it for journal submission. This would include 
insertion of my own previous (or future) work on the relevant topic, and dealing with 
modifications required for publication submissions/acceptances/revision. With this 
option, all students retained first authorship, regardless of the level or extent of my 
effort, except in exceptional circumstances (this occurred once where I was having
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difficulty having a paper accepted and modified it to include student evaluations 
thereby a student first author would not have been appropriate, and this was agreed 
with the student).
The following publications emerged as a result:
O' Shea, J. and Timmins, F. (2002) An overview of parent's experiences of neonatal 
intensive care- do we care for both parents? Journal of Neonatal Nursing 8,6, 178- 
183.
Healy, P. and Timmins, F.(2003) The Roper Logan Tierney model in action in a 
neonatal transport setting British Journal of Nursing 12,13,769-828.
Gleeson, M and Timmins, F. (2004) The importance of touch for cognitively impaired 
clients in long-term settings Nursing Older People 16,2,18-21.
Gleeson, M and Timmins, F. (2004)The use of touch to enhance the nursing care of 
older clients in long-term mental health care facilities Journal of Psychiatric & Mental 
Health Nursing 11, 514-545.
Rogan Foy, C. and Timmins, F. (2004) Improving communication in day surgery 
settings Nursing Standard 17, 9, 37-43.
Timmins, F. O' and Shea, J. (2004) The Roper-Logan Tierney (1996) model of 
nursing as a tool for professional education in nursing Nurse Education in Practice 
4,3, 159-167.
Horan, P., Doran, A. and Timmins, F. (2004) Exploring Orem's self-care deficit 
nursing theory in learning disability nursing: Philosophical parity Part 1 Learning 
Disability Practice, 7, 4, 28-33.
Horan, P., Doran, A. and Timmins, F. (2004) Exploring Orem's self-care deficit 
nursing theory in learning disability nursing: Practical application paper part 2 
Learning Disability Practice, 7, 4, 33-38.
Gleeson, M and Timmins, F. (2005) Touch: A fundamental aspect of Non-Verbal 
Communication in Nursing Practice Clinical Effectiveness in Nursing. 9, 1-2, 69-77.
Brown, S. and Timmins, F. (2005) An Exploration of nurses' knowledge of, and 
attitudes towards, pain recognition and management in neonates Journal of Neonatal 
Nursing 11,65-71.
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Appendix Two Narrative Five, Project Two: Returning to the experience in the 
Domain of the World Nursing Practice 2003-2005
As previously described I encouraged students towards publication and have several 
joint publications with nurses who are former students. The culmination of this work 
was the achievement of a Provost's Teaching Award at the university in 2005. I 
approached six of these nurses requesting an overview of their view of my teaching 
and overall contribution to their learning, as part of the portfolio process required 
(Appendix Three).
I was not necessarily in regular contact with these people; they were professional 
colleagues rather than personal friends. I felt that their opinions would be honest and 
reliable. I was not associated with their current programs of study nor did I have 
ongoing connections with their place of work. My last teaching contact with them was 
between three and four years previous. I explained to each person the nature of the 
request and that a response was voluntary. I also explained that a non-response 
would in no way influence our professional relationship. Knowing these ladies I did 
not expect them to throw bouquets in with their testimonies and was in fact a little 
nervous about what they may write as I expected frank honesty from them all. 
Funnily enough, at that time, I had spent quite a long time developing my teaching 
philosophy and I reported, after receiving the testimonies that these (ex) students 
had provided my philosophy verbatim, I need have looked no further! Their 
testimonies concurred with all that I had written:
Teaching philosophy:
Class atmosphere for me is paramount. Active engagement with a class 
uncovers the many wicked issues that can exist: tensions, negative emotions, 
apathy, anger, expectation and anxiety about examinations. Once these items 
are opened up and 'named' fruitful teacher/student interaction can occur. There 
is an 'open' atmosphere, where students realise that their feedback and 
participation is important. Strategies to combat the issues that are raised, once 
recognised can be built into the teaching enactment to improve learning for the 
students.
I believe that teaching involves more that the transmission of knowledge, it 
involves motivating and encouraging students to learn. This can be achieved 
through good knowledge of a topic, supported with good planning and explicit 
structure for classes. I think that it is important for teachers to be well prepared 
and provide good resources for students.
I believe that teachers should show an enthusiasm for their subjects. I show my 
enthusiasm for topics through an up beat presentation, that whets the appetite of 
the student. I have seen many examples where students have read beyond the 
course reading list on a topic, following my delivery of subject with fervour and 
passion. Students enter college with an inherent potential for learning, which 
can be maximised by inspirational teaching. Success at examinations and 
assignments is but one of the many positive outcomes from university education. 
I want students to develop a passion for learning that continues throughout their 
life.
Teaching is about facilitating learning, rather than didactically telling them 
everything you know. Students entering university are quite capable of 
independent learning; however this needs to be fostered by good direction and 
guidelines, provision of good resources and through encouraging and building 
confidence.
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Teachers should have high expectations from students and expect the best from 
them. I hold the view that teaching is facilitating and supporting students to be 
the best they can be. Using the metaphor of a ladder, the bottom rung is the 
basic course learning. Most individuals will be able to step confidently onto this 
and stay there as long as the ladder is firmly placed. Further ascent will produce 
the first steps in deep learning. Many are nervous and need encouragement to 
allay their fears. There are even some who need their hand held to achieve their 
maximum step. However, as long as someone holds the ladder in place all 
students achieve the requirements. If they can go beyond the first step, to see 
the wonderful things that can be seen from a height, that is wonderful. I like all 
students to achieve their maximum potential learning.
I also think that every student has an equal chance to get to the top. As a child 
of 8, I remember going on a school tour to Cork. We visited Blarney Castle. I 
remember vividly that I was the only child who stayed at the entrance and 
watched everyone climb the twisting stone castle stairs to 'kiss the Blarney 
Stone'. I was too afraid to go. I don't think that any of the teachers noticed. 
When I had almost decided that I was brave enough to try to go up, everyone 
else was coming down. I had missed my chance. To use the ladder metaphor, 
even some individuals lack confidence in their ability to learn. Everyone can do it. 
I also know that climbing a ladder, although daunting, brings a great sense of 
achievement. Getting to know the students and their unique requirements helps 
me to be able to support and encourage students towards the top. I as a teacher 
hold the ladder in place for students. I create a safe environment for students to 
learn because I want students to have a sense that they are believed in and feel 
supported and encouraged to achieve their very best.
I think that learning should be fun. I make classes enjoyable, so that even the 
most mundane of topics (for students!) become easy to learn. One student 
recently declared to the class that I am similar to 'Mary Poppins', I merely snap 
my fingers and '... snap -the task becomes a game'. I often substitute the 'chalk 
and talk' for alternatives such as role play, quizzes, debates and group work 
which students remark to be rich learning experiences that are 'fun'. I want 
students to enjoy learning so that learning becomes a pleasure rather than a 
chore.
Learning abstract concepts can be very difficult for students. I try to support my 
teaching with relevant personal and practice examples, practical demonstrations, 
video use and personal visits. All of these approaches help me to apply a 
meaningful dimension to a topic. I aim to ensure that students develop good 
grasp of not just the knowledge required but the practical importance and 
relevance of a topic.
I believe that teaching is a commitment that requires high standards and 
attention to detail. I endeavour to ensure that my classes are accurate, up to 
date and well prepared. I prepare supporting notes and references and ensure 
that supporting reading material is available. I am committed to continuous 
personal and professional development. In doing this, I attempt to model 
professional standards for my students.
While these testimonies confirmed my already developed teaching philosophy above, 
now that I am revisiting these testimonies and my teaching philosophy with new 
lenses (for the purposes of this portfolio) I have discovered a hidden theme that I had 
hitherto not noticed: empowerment. Three (very articulate!) students said:
Towards the end of the BNS course I had to repeat my exam. I approached Ms. 
Timmins for supervision in which she helped to guide me through re-sitting the 
supplemental exam. Here, she again explained with such clarity and
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empathically the approach I should take and explained the areas I needed to 
improve upon. I went into the meeting feeling anxious and left feeling reassured 
and confident that I could do it. Ms. Timmins had the ability to tune in so well to 
my academic needs and promoted my abilities which gave me the confidence to 
do my very best, which I did and I passed the supplemental exam'
'Fiona's method of teaching can be described as more of a facilitator of learning 
rather than just being intent on delivering the theoretical content of the course. It 
was obvious from the outset that she was committed to her role as both lecturer 
and course co-ordinator. She valued our experiences in the clinical setting and 
provided us with the framework and structure needed to become reflective, 
critical thinkers. Another aspect of her teaching was for us as adult learners to 
be responsible for our own learning and indeed from a personal perspective has 
fostered a continuous quest for updating knowledge and skills in nursing'
'I was glad to have had the opportunity to have being a former student of Fiona's. 
She has a particular quality that individualises students and brings out the best 
qualities in each of us. I have valued my experience of third level education 
positively and I have developed the confidence and the skills necessary to 
uphold the high standards required from my profession. As a result of Fiona's 
influence on my learning, she has empowered me in such a way that I am now in 
a position to realise my career ambitions. She has also fostered my quest for 
lifelong learning and I hope to undertake the Masters programme next year. I 
hope Fiona receives this award, not only has she been pivotal in acting as my 
mentor by challenging and empowering me at a time when there is huge change 
within the health service, I am certain that she has adopted this role with many of 
her former students. Thus it is obvious that Fiona is fully committed to the 
nursing profession and indeed has expanded her role as lecturer well beyond her 
remit'
Other students commented:
'Her enthusiasm and commitment are inspiring and helped me enjoy topics, even 
those which I disliked in the past. I remember her comment at the first day on the 
access to BNS programme: ' I love to study and I love to teach...' - this 
statement really impressed me as a student, while it also meant that there are 
high expectations from the students on the programme. However my experience 
of Fiona as a teacher and assessor are that she is extremely fair, approachable 
and helpful. My position at first was not uncomplicated. As a native German, my 
English was imperfect and I had difficulties overcoming the language barriers 
and produce satisfactory assignments. I appreciate that Fiona took the time to 
provide me with advice and guidance on how to improve my writing skills'
'Having accomplished how to write at universities I continued to study for the 
Masters degree in science in nursing. During this time Fiona supervised me for 
my dissertation. The advantage of having Fiona as a supervisor was she had a 
vast amount of experience in research, which in turn was beneficial for me. She 
was able to visualise my ideas and to prompt me into the right direction for my 
study. Furthermore Fiona was able to predict problems and provided me with 
expert advice on these matters. Her directions and encouragement kept me 
focused, and in times where I felt tired and exhausted she motivated me. I was 
provided with regular feedback either by email or in person, which enabled me to 
discuss particular areas of my research. What also amazes me is Fiona's ability 
to provide advice in a positive way, always set at supporting the student.'
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Appendix Three: Student Testimonies
1.
I met Ms. Timmins when I was studying for my bachelor in nursing studies (BNS) in 
2002/2003. Ms. Timmins was the course leader for the BNS and also gave lecturers on that 
course. I found her teaching style and delivery of lecturers to be excellent as she was clear, 
concise, encouraging, motivating and the subject was enhanced by group discussions, 
additional material and references so that I could learn as much as possible about the module 
being studied. I found that Ms. Timmins' approach to teaching was reflected in my assignment 
result for that module. May I also mention that the BNS class of 90/100 students studying the 
taught module by Ms. Timmins achieved excellent grades.
Ms. Timmins was always encouraging and guiding in her approach and was always at hand 
by e-mail/phone to assist with any difficulties. Towards the end of the BNS course I had to 
repeat my exam. I approached Ms. Timmins for supervision in which she helped to guide me 
through re-sitting the supplemental exam. Here, she again explained with such clarity and 
empathically the approach I should take and explained the areas I needed to improve upon. I 
went into the meeting feeling anxious and left feeling reassured and confident that I could do 
it. Ms. Timmins had the ability to tune in so well to my academic needs and promoted my 
abilities which gave me the confidence to do my very best, which I did and I passed the 
supplemental exam.
Ms. Timmins stressed the importance of nurses publishing their work and encouraged those 
who wanted to do so. I was so delighted on hearing this and approached Ms. Timmins for 
information and guidance; she welcomed my interest and was very encouraging. Ms. Timmins 
sent my work to publishers in the UK and Ireland, through her determination, hard work and 
time I had my work published in Frontline magazine. She deserves such credit and I am 
deeply indebted to her for helping me to achieve this. This then led on to a peer reviewed 
publication, conference presentations and a chapter in a book.
Ms. Timmins has certainly given me the very best of her brilliant teaching abilities and more, if 
it were not for her dedication and commitment I do not think that I would be back in the school 
of nursing studying for a post graduate diploma in specialist nursing.
I thank her whole heartedly for her dedication to teaching and publishing which has enhanced 
my nursing practice and nursing career. I wish her the very best with all her good work in the 
past, present and future.
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2.
I am a Registered General Nurse with sixteen years clinical experience. In 2001 I undertook 
the Access to Degree programme at Trinity College and the following year was successful in 
achieving a Bachelor in Nursing Studies (Rons) Degree.
I first met Fiona when she was delivering one of the modules on the Access Programme and 
subsequently on the Bachelor in Nursing Studies programme she was our Course 
Coordinator for the academic year in addition to teaching the Management module. It would 
be fair to suggest therefore that my initial experiences with Fiona were both in a 
student/teacher capacity as well as a course participant on the degree programme.
My experiences of Fiona's Teaching
Fiona's method of teaching can be described as more of a facilitator of learning rather than 
just being intent on delivering the theoretical content of the course. It was obvious from the 
outset that she was committed to her role as both lecturer and course co-ordinator. She 
valued our experiences in the clinical setting and provided us with the framework and 
structure needed to become reflective, critical thinkers. Another aspect of her teaching was 
for us as adult learners to be responsible for our own learning and indeed from a personal 
perspective has fostered a continuous quest for updating knowledge and skills in nursing. 
I found her teaching style very effective when studying for examinations. Indeed when 
preparing for assignments she was always ready to listen and offer constructive advice to the 
class. In addition, if Fiona felt that the quality of work was of a certain standard she 
encouraged students to publish their work.
My experience of working with Fiona to develop publications.
From as early as the Access to Degree programme, Fiona has always encouraged students
to publish their work. Indeed, my own experience of Fiona was a positive one. Not only did
she encourage the publication of the work, she endeavoured to assist and support me in what
was a new venture.
My initial attempts at developing an article involved a lot of commitment and time from Fiona.
She was involved in amending the article and submitting the article to various publishers. She
informed me of any progress every step of the way.
Our initial article was rejected which obviously was disappointing. However, Fiona continued
to encourage me. She explained the intricacies of developing topics for publication and she
enabled me to explore other options and with her help in both submitting and developing
another article further, we were finally accepted for publication. The article was published in
the Nursing Standard in 2004.
She has given me the confidence to continue to develop articles that perhaps if I had not met
her would never have had the opportunity to do so. Indeed the original article that was
rejected I am currently working to develop it further and hopefully will be in a position to
submit it later this year. Even now, we are in contact from time to time and she asks me how
I am progressing, hence she continues to motivate me long after I have completed my formal
studies.
In summation, I was glad to have had the opportunity to have being a former student of 
Fiona's. She has a particular quality that individualises students and brings out the best 
qualities in each of us. I have valued my experience of third level education positively and I 
have developed the confidence and the skills necessary to uphold the high standards 
required from my profession. As a result of Fiona's influence on my learning, she has 
empowered me in such a way that I am now in a position to realise my career ambitions. She 
has also fostered my quest for lifelong learning and I hope to undertake the masters 
programme next year.
Fiona has been pivotal in acting as my mentor by challenging and empowering me at a time 
when there is huge change within the health service, I am certain that she has adopted this 
role with many of her former students. Thus it is obvious that Fiona is fully committed to the 
nursing profession and indeed has expanded her role as lecturer well beyond her remit.
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3.
My first encounter with Fiona Timmins was as Course Co-Coordinator of the Access 
Programme for BNS 2000/01. This was my first experience of third level education and 
academia, from the outset Fiona impressed upon us the importance of organisation and 
effective planning, which severed me well for the access programme and 2nd year BNS. As 
Course Leader she was very approachable and offered advice freely.
My experience of Fiona's teaching
Fiona's enthusiasm was effortless and disseminated quickly throughout the class. She was 
organised and direct in her expectations from us. Her lectures were thoughtfully prepared 
and above all interactive, included group-work, which was central to developing my critical 
thinking skills, my interpersonal and professional development.
My experience of working with Fiona to develop publication
Fiona indirectly and subtly facilitated me in gaining confidence in my abilities and in myself. 
Fiona's enthusiasm for disseminating and publishing was clearly evident from the outset. She 
guided me and encouraged me with the publication of my paper "Using the Roper, Logan and 
Tierney model in a neonatal ICU" in 2002. Without her support and encouragement this 
publication of mine would not have materialised.
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4.
Fiona was the course-coordinator for the Access to BNS at Trinity College Dublin in 2000- 
2001. This was my first encounter with her as a lecturer. However, as a student on the BNS 
programme (2001-2002) and on the Postgraduate Diploma in Clinical Health Sciences 
Education (2002-2003) I had further contact with Fiona, as she was teaching various classes 
on these programmes. In addition Fiona completed my clinical and classroom assessments, 
which I underwent as part of the Postgraduate Diploma in Clinical Health Sciences Education. 
Having established a good working relationship, with similar clinical backgrounds and 
interests, Fiona agreed to act as a supervisor for me during the Masters in Science in Nursing 
Studies in 2003-2004.
My experiences of Fiona's teaching are far reaching, according to the number of courses that 
I have undertaken in the past. What I like most is her ability to explain complex issues in 
simple steps that enabled me, as a student, to understand a topic without getting confused. 
Fiona seems to put a particular emphasis on making a situation real, with sound examples 
from practice. Her enthusiasm and commitment are inspiring and helped me enjoy topics, 
even those which I disliked in the past. I remember her comment at the first day on the 
access to BNS programme: "I love to study and I love to teach..." - this statement really 
impressed me as a student, while it also meant that there are high expectations from the 
students on the programme. However my experience of Fiona as a teacher and assessor are 
that she is extremely fair, approachable and helpful. My position at first was not 
uncomplicated. As a native German, my English was imperfect and I had difficulties 
overcoming the language barriers and produce satisfactory assignments. I appreciate that 
Fiona took the time to provide me with advice and guidance on how to improve my writing 
skills.
Having accomplished how to write at universities I continued to study for the Masters degree 
in science in nursing. During this time Fiona supervised me for my dissertation. The 
advantage of having Fiona as a supervisor was she had a vast amount of experience in 
research, which in turn was beneficial for me. She was able to visualise my ideas and to 
prompt me into the right direction for my study. Furthermore Fiona was able to predict 
problems and provided me with expert advice on these matters. Her directions and 
encouragement kept me focused, and in times where I felt tired and exhausted she motivated 
me. I was provided with regular feedback either by email or in person, which enabled me to 
discuss particular areas of my research. What also amazes me is Fiona's ability to provide 
advice in a positive way, always set at supporting the student.
Following the completion of the Masters programme, I began preparing for my first 
publication. Fiona kindly agreed to support me in this matter. Her experience and commitment 
helped me through the publication process. Fiona's knowledge on how to select the 
appropriate journal and how to approach publishers was also very valuable. Furthermore she 
guided me in regards to the necessary changes and additions to improving the paper. 
Preparing for publication also meant attending a number of national and international 
conferences. Without Fiona's expert advice in regards to this, I doubt that the concurrent 
paper presentations would have run as smoothly as they did. In essence, I consider myself 
lucky to have met such a knowledgeable, committed and inspiring teacher. With Fiona as my 
teacher, assessor and supervisor my time of study was as rewarding as it was enjoyable.
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5.
I undertook my Bachelor in Nursing Studies in 2002/2003 at Trinity College, following a year's 
Access to Degree Program. It was my first taste of academic life, having completed my nurse 
and midwifery training in the era of certificate training courses, my last course having been 
completed twelve years previously. It was a daunting but exciting time for someone 
unaccustomed to academic writing and the newer methods of andragogical teaching.
My first experience of Fiona's teaching was as a course lecturer during the Access year. In 
the Degree year, she was both course leader and lecturer. Fiona was an excellent lecturer 
and I really appreciated her classes. Her lectures were always interesting and usually 
stimulated lively debate. She expected the best in assignments and I certainly feel that her 
drive and motivation inspired me to constantly strive to achieve the best possible results.
She not only encouraged me to submit articles for publication myself but, with the benefit of 
her publishing experience, collaborated with me in developing an article which has now been 
accepted for publication.
With the confidence I gained during the Degree programme, owed in no small part to Fiona's 
support and teaching abilities, I continued my academic studies and am now in the final year 
of my MSc in Health Informatics. I wish Fiona all the best in her future endeavours.
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6.
I first met Fiona when I commenced the Access to the Degree Programme in Trinity College 
in 2000. Fiona was the course co-ordinator and as a 'traditionally trained' nurse I was 
beginning my first university course of education. I was a complete novice to academic study 
and writing at this time however I attribute all my achievements that followed to the quality of 
the academic foundation given to me by Fiona. Fiona was again the course co-ordinator of 
the BNS which I commenced in 2001.
Fiona was an enthusiastic and approachable course leader and lecturer, her patience with the 
novice university student such as me was immense. Her lectures were delivered in a distinct 
and clear manner and always showed evidence of being well prepared. She fostered in her 
students an ability to write in a clear and concise manner. She also shared her own personal 
experiences of academic study with her students which were honest and reassuring to know.
It was Fiona who first suggested to me that I should consider publishing an article in a nursing 
journal and offered me advice and her knowledge of the process in order to achieve that 
publication. She offered this assistance and guidance whether I chose to publish on my own 
or as a co-publisher with her. I have published two articles to date with Fiona and the sense 
of achievement on both occasions has been fantastic. In the process of developing these 
articles for publication Fiona has taught me the value of disseminating research results to a 
wider audience and of developing papers taking into consideration the guidelines of various 
research journals. Fiona has indeed been instrumental in my personal and professional 
development.
When I considered embarking on an MSc (Nursing), it was from Fiona that I sought advice, as 
I knew that she would give it to me truthfully and impartially. Following the completion of my 
MSc dissertation Fiona has encouraged me to publish my research study, which I intend 
doing in the future knowing that I can call upon her for guidance at any time.
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Appendix Four: Testimonies from Colleagues
The University of Dublin, Trinity College
Faculty of Health Sciences
School of Nursing & Midwifery Studies
24 D'Olier Street, Dublin 2, Ireland.
Tel: + 353 1 6082692 Fax: + 353 1 6083001 http://www.tcd.ie/Nursing_Midwifery/
Friday 17th February 2006.
Dear Fiona,
I am writing to you to acknowledge the assistance that you have rendered both to me and 
to others in promoting our academic development in the following areas:
Firstly the preparation and synthesis of the presentation at the Royal College of Nursing 
Research conference in Belfast in March 2005. This presentation was entitled 'New 
perspectives in nursing communication-Reflecting on communication across the nursing 
disciplines' this paper was a synthesis of four research papers that were united by the 
common theme of communication in nursing. Your role was to ensure that the four 
authors of whom I was one developed a joint presentation that drew out the lessons from 
the research studies. Your role was also to chair the symposium and to draw the audience 
into and facilitate a discussion of the issues raised in the presentation.
Secondly this presentation has been submitted to the Journal of Research in Nursing. 
Your role in this paper for which we are awaiting a response was to bring together the 
four individual research reports, synthesise their understandings of communication in 
nursing and draw out the implications for practice. This was a major piece of work that 
required much thought and time.
Thirdly you kindly read over my paper: 'Remembrance of things past: The Utilisation of 
context dependant and autobiographical recall as means of enhancing reflection on action 
for nurses' which was published in the journal 'Nurse Education Today [2004] Vol 24/5. 
pp 344-349. Your comments and assistance were invaluable to me ui helping a neophyte 
writer achieve his first solo publication.
Fourthly you gave much help to Aileen Doran in putting together her paper 'Orem's self 
care model: A suitable framework to guide intellectual disability nursing practice in 
community settings' which was published in the 'The Frontline of Learning Disability' 
issue 54, April 2003.
Lastly I would acknowledge your wise sense of perspective and your encouragement to 
get engaged with the writing and publishing process for all that.. .many thanks.
Colin Griffiths RNID, MSc, RNT, Pg Dip CHSE. 
Lecturer and Head of Intellectual Disability Discpline.
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THE UNIVERSITY OF DUBLIN TRINITY COLLEGE
FACULTY OF HEALTH SCIENCES
School of Nursing & Midwifery Studies
24 D'Olier Street, Dublin 2




21 st February 2006
Re: Fiona Timmins
Dear Sir / Madam,
It gives me great pleasure to write this letter in acknowledgement of the enormous support 
and commitment given by Ms. Fiona Timmins to me when working on the following three peer 
reviewed papers:
Gleeson, M. and Timmins, F. (2004) Touch: A Fundamental Aspect of Communication with Older 
People Experiencing Dementia. Nursing Older People. 16 (2): 18-21.
Gleeson, M. and Timmins, F. (2004) The Use of touch to enhance nursing care of older people in 
long-term mental health care facilities. Journal of Psychiatric and Mental Health Nursing. 11, 
541-545.
Gleeson, M. and Timmins, F. (2005) Touch: A fundamental aspect of non-verbal communication in 
nursing practice. Clinical Effectiveness in Nursing. 16(2): 18-21.
I was also given the opportunity to work with Fiona on a symposium presentation for the Royal 
College of Nursing International Research Conference in Belfast in March of last year. This was 
my first experience of presenting at a nursing research conference and I must say it was a great 
working with Fiona and the others on the team.
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Timmins, F., Me Cabe, C., Griffiths, C., Gleeson, M. and O' Shea "Lessons from practice - 
reflecting on communication across the disciplines" Symposium: The Royal College of Nursing 
International Research Conference, Belfast, March, 2005.
Fiona completed 50% of the workload involved with each of the three papers. Working with Fiona 
was and is always a very enjoyable experience. To see such enthusiasm and energy in her approach 
and in the delivery of her work was beyond belief. Such an approach suited my style of learning, as 
at that time it was my first introduction to publishing (which Fiona suggested that I consider 
undertaking).
From a personal and professional perspective, I consider Fiona to be an excellent role model. She 
has a friendly demeanour and is a kind, supportive and considerate person. With these traits, I 
believe it helped to enhance our working relationship then, and to this day. As I consider Fiona's 
facilitative approach to be necessary in nurse education, I employ the same approach in my 
professional practice inside and outside of the classroom. I am in the School of Nursing and 
Midwifery Studies since October 2005 and I do believe that having worked with Fiona on the above 
publications, greatly assisted in my application. Also, when the posts were advertised, Fiona gave 
me great encouragement to apply. Presently, I am working on three papers for publication and I 
must admit I have contacted Fiona for some advice. Even with her busy schedule she gives you her 
time and utmost attention.
I believe, had I not had the pleasure of working with Fiona, I would not have been introduced to the 
publishing arena or acquired the skills to continue to publish.
Yours sincerely,
jf:.*t IL t"<-
Madeline Gleeson*RPN RGN BNS (Hons) MSc. Lecturer
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13th September 2006
Re: Outline of projects/papers/presentations for PhD by Portfolio (Fiona Timmins), 
University of Glamorgan
Fiona has been a lecturer and module co-ordinator for the Bachelor in Nursing Studies 
(BNS) at Trinity College Dublin that I completed in 2002. During this time I was 
inspired by her commitment and enthusiasm about studying/learning. One particular 
issue for me as a student of this programme was that English is not my first language. 
Thus I experienced difficulties completing my academic assignments to the required 
standard of the university. Whilst I was open to admit my problem and was willing to 
work on the issue, there were not many lecturers that would support me. However, 
Fiona did. She sat down with me and explained how I could improve my writing skills 
and guided me towards some really useful lateral reading. Subsequently I did improve 
my writing and graduated from the BNS in 2002.
While I continued to study, Fiona was allocated to be my research supervisor for the 
Masters in Science in Nursing (MSc) which I completed in 2004. I was glad to have 
her as my supervisor, as I knew about her teaching qualities. Needless to say, I had an 
enjoyable and constructive time developing, conducting and writing up my 
dissertation with the support and guidance of Fiona.
After the completion of the MSc, Fiona also supported me in publishing the research 
in two peer reviewed nursing journals. While I had (obviously) carried out the study 
and had written up the research dissertation, Fiona completed most of the work 
required to publish the articles. She submitted them for review and worked on the 
revisions (Fiona completed 90% of this work).
Fiona and I also prepared a number of presentations (concurrent paper presentations 
and posters) (Fiona completed 50% of the work), which were presented at national 
and international research conferences. At present Fiona and I are working on 
translating the MSc research dissertation into German. As this is my first language, I 
am pleased to be able to give something back to Fiona who is a great teacher and 
inspiration for me. In essence, Fiona has had a great impact on my personal and 
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DUBLIN 8
05 March 2006
To whom it may concern:
i U«. ,~ • wn Fiona Tirnniiris since she was my nursing tutor in 1998 and since 
then, she has always been very supportive and a great motivator.
She gave me the incentive and courage to adapt an essay piece I wrote in 1999 
during the course of my nursing studies in order to get it publish. She also gave me 
the contact details to publish 'Communication in Nursing Practice (2000)' in An Bord 
Altranais News, Spring pp!2-14.
A couple of years later, she was the drive behind the publication of 'Research- 
based practice: myth or reality? A review of the barriers affecting research utilization 
in practice' in Nurse Education in Practice (2002) pp99-108 based on a literature 
review I wrote in 2001. Having adapted the review to suit the nursing journal, she 
completely put together the Suggested Framework for Research Utilisation in the 
published document.
The same year, we worked together on a Poster Presentation 'The way forward 
- overcoming the barriers affecting research utilization in practice' at the International 
Research Conference "Transforming Healthcare Through Research, Education and 
Technology', Trinity College Dublin (2002). Having fallen sick at the time of the 
conference, Fiona solely presented the posters on the day.
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THE UNIVERSITY OF DUBLIN TRINITY COLLEGE 
FACULTY OF HEALTH SCIENCES
School of Nursing & Midwifery
24 D'Olier Street, Dublin 2
Tel: + 353 1 6082692 Fax: + 353 1 6083001 www.tcd.ie/Nursing_Midwifery
3 rd March 2006
Re: PhD by Portfolio, University of Glamorgan - Letter of support for 
Fiona Timmins
To whom it concerns:
This letter provides details of the projects that I have worked on with Fiona Timmins 
over the past 5 years.
The first project that Fiona suggested we work on together was a paper on teaching 
assertive skills to undergraduate nursing students. At this time Fiona and I were both 
teaching communication skills to undergraduate nursing students. This was published 
by Nurse Education Today and was my first peer reviewed publication.
McCabe C, Timmins F. (2003) Teaching asseniveness to undergraduate nursing 
students. Nurse Education in Practice, 3, 30-42.
The second project that Fiona and I worked on was a study on nurses' use of assertive 
behaviour in the workplace. When Fiona suggested that we develop a questionnaire 
to explore nurses' views of the use of assertive behaviour in the workplace, I was 
happy to work with her. Up to this point my research experience was confined to a 
qualitative study completed as part of a masters programme. My knowledge in 
developing questionnaires and this quantitative research design was limited whereas 
Fiona had more experience in this area. Fiona was understanding, patient and always 
generous with her time and knowledge. We presented the findings from this study in 
papers at 4 conferences and also in 3 peer review journals.
McCabe C, Timmins F. (2006) The role of nurse managers in preventing the use of 
assertive behaviour by nurses, Nursing Management, Accepted for publication.
Timmins F, McCabe C. (2005) Nurses' and Midwives' assertive behaviour in the 
workplace, Journal of Advanced Nursing, 51(1): 38-45.
Timmins F, McCabe C. (2005) How assertive are nurses' in the workplace? A 
preliminary pilot study, Journal of Nursing Management, (13(1): 61-67.
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THE UNIVERSITY OF DUBLIN TRINITY COLLEGE
FACULTY OF HEALTH SCIENCES
School of Nursing & Midwifery Studies
24 D'Olier Street, Dublin 2
Tel: + 353 1 6082692 Fax: + 353 1 6083001
The third project we worked on was a book proposal to Palgrave MacMillan for a text 
book on communication skills for nursing students. This was Fiona's idea and as 
Fiona had previous success in obtaining a contract from a publisher, I felt confident 
that although challenging, it would be an interesting, rewarding and pertinent project. 
Fiona's contribution during the development of the book proposal was invaluable due 
to her ability to develop ideas and encourage me to develop my thoughts and ideas on 
the book. Her generosity in working with people was evident in suggesting that I go 
down as first author on the book. This book proposal was successful and the final 
draft has formally accepted by Palgrave MacMillan for publication. Our own 
research was included in this text which was written for undergraduate and 
postgraduate nursing students. This book will be available on the market in October 
2006.
McCabe C, Timmins F. 'Communication Skills for Nursing Practice', Palgrave 
MacMillan, London. For publication in September 2006.
The fourth project that we worked on emerged in 2003 when Fiona and I were 
teaching a module on qualitative research to registered nurses who were studying for 
a BNS. Fiona suggested that a paper on how to conduct an effective literature search 
would be relevant and important for students at this level. In spite of some difficulties 
in getting this paper published, Fiona was persistent in re-working the paper and re- 
submitting it. As a 'novice' author, I found Fiona's persistence and our eventual 
success very stimulating and encouraging.
Timmins F, McCabe C. (2005) How to conduct an effective literature search, Nursing 
Standard, 20(11), 41-47.
The fifth project that I worked with Fiona on was a Symposium on 'Communication 
across the Nursing Disciplines'. Fiona brought representatives from all the disciplines 
in the school of nursing and midwifery together and over a series of meetings we 
reviewed the research that had been conducted in relation to communication. This 
culminated in presenting a symposium on communication at the RCN International 
Nursing Research Conference. A paper has also been prepared and is currently under 
review.
McCabe C, Griffiths C, Gleeson M, O 'Shea J, Timmins F. New Perspectives in 
Nursing Communication- Reflecting on Communication Across the Nursing 
Disciplines — Symposium, March (2005) Royal College of Nursing, International 
Nursing Research Conference, Belfast
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THE UNIVERSITY OF DUBLIN TRINITY COLLEGE
FACULTY OF HEALTH SCIENCES
School of Nursing & Midwifery
24 D'Olier Street, Dublin 2
Tel: + 353 1 6082692 Fax: + 353 1 6083001 www.tcd.ie/Nursing_Midwifery/
Griffiths C, Timmins F, McCabe C, Gleeson M. and O'Shea J. New Perspectives in 
Nursing Communication- Reflecting on Communication across the Nursing 
Disciplines Journal of Research in Nursing, Under Review.
Our sixth and most recent project is a collaborative study with the University of 
Teeside entitled 'Research Awareness; the route to evidence based nursing'. Fiona 
was initially approached to conduct a study on Research Awareness in Nursing and 
invited me to work with her on the study. This study is now complete and we intend 
to present the findings in three conferences and publish them in 3 peer reviewed 
journals.
Timmins F, McCabe C, McSherry R. (2006) Research Awareness: The route to 
evidence based practice (The preliminary findings from an Irish study). Royal 
College of Surgeons in Ireland, 25' Annual nursing and research conference, 
February (2006) Royal College of Surgeons, Dublin.
The projects initiated by Fiona stem from an interest in developing her teaching and 
delivering classes that are evidence based and relevant to students' professional and 
personal learning. Both Fiona and I believe that the ability to communicate 
effectively and appropriately is fundamental to the empowerment of nurses as 
autonomous practitioners and the development of nursing practice within a 
collaborative, interdisciplinary and patient-centered context. The projects that we 
have done together emanate from our teaching and directly influence its ongoing 
development as well as contributing to a wider body of nursing knowledge.
From a personal perspective, I found working with Fiona an empowering experience. 
Her approach to the projects and her colleagues was and is inclusive, consistent, 
patient and generous and her tenacity is inspiring. This letter outlines only some of 
the projects that Fiona has initiated and is part of, there are many others, some of 
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The University of Dublin, Trinity College
School of Nursing & Midwifery Studies
24 D'Olier Street
Dublin 2
Wednesday, 08 March 2006
Re: PhD by Portfolio University of Glamorgan
To Whom It May Concern:
When studying for the nursing access to degree programme and the Bachelor in Nursing 
Studies (BNS), Ms. Timmins taught modules and was also a course leader. Not only has 
her excellent teaching style made a difference to me in terms of achieving the above 
qualifications, she has been an advocate for nurses to publish their work and stressed the 
importance of same. On completion of the module on nursing models (Where I applied 
Orem's model of self-care to Intellectual disability practice in my academic assignment) I 
approached Ms. Timmins seeking her advice on publishing same.
I found Ms. Timmins to be very encouraging and supportive; she arranged my 
assignment and sent it to the UK to Mr. Bob Gates for publication. The first attempt was 
declined but Ms. Timmins reassured me that many first attempts at publishing can result 
in refusal; however Ms. Timmins persevered and made arrangements for me to meet with 
a fellow lecturer connected with Frontline Magazine, Mr. Colin Griffiths. This resulted in 
my first publication in April 2003 in Frontline Magazine entitled: "Orem's Self Care 
Model: A suitable framework to guide intellectual disability nursing practice in 
community settings", No: 54, Page 23, in which I thanked and acknowledged Ms. 
Timmins for her assistance and support in the development of this article. This was the 
beginning of a snowball effect from which came a second article, a conference 
presentation and chapter in a book.
The second publication was in May 2004 in Learning Disability Practice (UK), A two 
part paper entitled: "Exploring Orem's self care model in learning disability nursing: 
Philosophical parity paper: parti (Paul Horan) and Practical application paper: part 2" 
Volume 7, Issue 4, Pages 33-37,
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Due to my time constraints studying for the BNS, Ms Timmins completed 100% of the 
editing and arranging before publication. The publication was a two part pier reviewed 
article and a tremendous achievement for all involved namely Mr. Paul Horan, Ms 
Timmins and myself. This article went onto an International Orem's Conference in Ulm, 
Germany in October 2004 represented by Mr. Horan.
Again Ms. Timmins contributed 100% to arranging a PowerPoint presentation and poster 
for the conference. In due course a chapter in a book is to be published which also 
emanated from the article in Learning Disability Practice.
The impact on my personal and professional development as a result of these publications 
has been enormous with regard to applying the self- care model in Intellectual disability 
practice (Something that has not been tried before). I am currently contributing to the 
development of a care plan for persons with Intellectual disability and dementia based on 
Orem's model, and I am also implementing this model in my new place of employment 
for persons with Intellectual disability.
I would not have progressed to this level without the platform that Ms. Timmins gave me 
through publications which drew attention to enabling persons with Intellectual disability 
to address their own health issues by applying Orem's model of self-care. Ms. Timmins is 
committed to nurse education, nurses publishing their work and to the nursing profession 
in general and in my opinion she has made a world of difference to me.
I would like to wish Ms. Timmins the very best with her current studies and I look 
forward to addressing her as Dr. Timmins in the future.
Sincerely,
Aileen Doran




Tel: (01) 4906710 
27th February 2006.
Re: Ms. Fiona Timmins
Dear Sir/Madam,
It gives me great pleasure to send you this letter in support of Ms. Fiona Timmins's 
application for the award of PhD by Portfolio at the University of Glamorgan.
I first met Fiona in 2000 when I commenced the Access to the Degree Programme in 
Trinity College where she was the course coordinator. Being a 'traditionally trained1 
nurse it was my first time to attend university and the concept of academic writing 
was very new to me. Under Fionals excellent guidance and tuition I familiarised 
myself with academic writing and completed a Bachelor in Nursing Studies in 2002 
and an MSc (Nursing) in 20Q4. Without her on-going.advice,, support and expertise I 
certainly would not have achieved those awards or considered further nurse education.
Fiona is an enthusiastic, practical and patient lecturer and easily accessible to students 
by telephone or e-mail to give advice. She pays particular attention to detail and takes 
a great interest in her students' progress, at all times encouraging them to reach their 
true potential.
Fiona has been a role model to me in my personal and professional development and 
to date we have published two articles together (listed below), Fiona having 
completed 50% of the work of these. Without Fiona's encouragement I would riot 
have the knowledge of the process of publishing that I possess today. I have also had 
the pleasure of working closely with Fiona on a poster presentation, and on a 
symposium presentation at the RCN International Nursing Conference in Belfast in 
2005, of which Fiona was the driving force and leader of the group.
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O'Shea J. & Timmins F. (2002) An overview of parents' experiences of neonatal 
intensive care: Do we care for both parents? Journal of Neonatal Nursing 8 (6), ITS- 
IBS.
Timmins F. & O'Shea J. (2004) The Roper-Logan-Tierney (1996) model of nursing as 
a tool for professional development in education. Nurse Education in Practice 4 (3), 
159-167.
Timmins F., McCabe C., Griffiths C., Gleeson M. & O'Shea J. (2005) Lessons from 
practice - reflecting on communication across the nursing disciplines. Symposium 
The Royal College of Nursing International Nursing Research Conference, Belfast, 
March 9th 2005.
Yours sincerely,
Joa O'Shea RGN RM BNS MSc
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14th March 2006
To Whom It May Concern:
In order to support Ms Fiona Tirnrnins, I am writing this letter to outline the contribution she has 
made to my professional and academic development.
I first worked with Fiona as a staff nurse in the Coronary Care Unit of St James's Hospital Dublin 
between 1994 and 1995. Fiona was a conscientious and caring practitioner who demonstrated 
excellence in nursing to the best of her ability. As a senior staff nurse, Fiona was knowledgeable in 
all aspects of coronary care, particularly in the care of post myocardial infarction patients. She was 
always supportive of her junior colleagues (of which I was one) and provided numerous learning 
opportunities ranging from formal seminars to supervision of nursing interventions.
Academically, Fiona has been an invaluable source of support. Although we have not yet 
undertaken any formal projects together, Fiona has acted as an advisor to me on numerous 
occasions in a research and professional capacity. As a novice lecturer, I remain grateful to her for 
the advice and information she has provided to me to date relating to the role of lecturer in nursing.
She has also reviewed a number of articles I have written prior to submission to academic journals. 
Her comments and suggestions have proved very helpful.
I wish Fiona the very best with her PhD.
Mfelissa A. Corbally 
Lecturer in Nursing 
Dublin City University, 
Glasnevin, 
Dublin 9
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THE UNIVERSITY OF DUBLIN TRINITY COLLEGE
FACULTY OF HEALTH SCIENCES
School of Nursing & Midwifery Studies
24 lyOlier Street; DubKn 2
Tel: + 353 1 6082692 Fax; + 353 1 6083001
24th February 2006
Re: PhD by portfolio University of Glamorgan
My connections with Fiona have..been in relation to:
1. Adaptation and evaluation of a module on research for a blended delivery programme
2. Paper publication in a peer reviewed journal and
3. Informal support for my going on sabbatical
1. Adaptation and evaluation of a module on research for a blended delivery programme
The course is for those who are registered nurses but have not the academic qualifications to 
undertake a nursing degree. For various reasons it was decided the programme should be adapted 
for blended delivery i.e. both classroom-based and online. This was somewhat of a risk for the 
School as this was the first and only bridging programme to a nursing degree that was being offered 
in this way and it was uncertain how potential students would respond. It was also a very big 
undertaking for staff, including Fiona, who had no previous experience of web course development 
and delivery.
Typically Fiona perceived the transformation as an opportunity for her to develop professionally 
and rose to the challenge. I worked with 11 lecturers helping them to prepare their content for the 
web and I found Fiona to be consistently supportive, positive in her approach, keen to learn and 
consistently reliable and conscientious in having her course content ready on time. I was working to 
tight deadlines and I very much appreciated especially the latter. Lecturers new to online learning 
do not realise the length of time it takes to develop the resources. Throughout the process I found 
Fiona receptive to new ideas and willing to try this different approach to teaching and learning. She 
was very cooperative throughout.
At the end of the course I interviewed the participating lecturers as part of an evaluation and it was 
obvious that Fiona had reflected on and learned from her experiences. She provided me with some 
useful insights into some of the reactions and challenges for academic staff in introducing blended 
delivery into a curriculum.
I estimate that Fiona's input and my input into this project was 50:50.
Project Two Contemporary Issues in Coronary Care Nursing Section C 447
2. Paper publication in a peer reviewed journal
I had developed and delivered questionnaires to two student cohorts in relation to their experiences 
with online learning on our Access to Degree course. I had conducted very preliminary data 
analysis and summary of findings when I was talking with Fiona and we both thought it a good idea 
to write an article on it for publication together. I was very novice in terms of writing for 
publication having just had one paper accepted for print, but Fiona had a list of articles behind her, I 
felt I could learn and benefit from her experience.
In the end Fiona actually wrote the paper and I had minimal input. It had been submitted and 
returned for modification before I went on sabbatical leave and only for Fiona the paper would not 
have been revised and published. Cognisant that for my academic advancement I needed more 
publications and to encourage me in my career she very unselfishly insisted that my name be stated 
as first author. I doubt whether other colleagues would have been so altruistic or generous.
I would gauge Fiona's contribution in comparison to mine as 80:20
3. Informal support for my going on sabbatical
I had been invited by a group hi the Philippines working with very poor urban Muslims to help 
evaluate their health care programme. Fiona assisted me before going in talking about possible 
approaches and providing with some of her past work on evaluating health needs of travelling 
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Health Service Executive 
Midland Area 
Limistear Lar Tire
Nursing & Midwifery, Planning and Development Unit,
Unit 4, Central Business Park, 
_.,, ,, „ . ,, f „,, Clonminch, Tullamore, 
FeidhmeannachtnaSeirbhiseSlainte Co Offaiv 
Health Service Executive
Telephone (0506) 57866 
Fax (0506)57871
20/02/2006.
To whom it concerns,
In support of Fiona I would like to bring to your attention the invaluable support and advise I 
received from Fiona during my studies with her. Fiona was one of my tutors for an Access to 
Degree Programme 2001-2002 and a Bachelor of Nursing Studies Programme 2002-2003. 
Fiona was a fabulous role model for me during what was my very first venture into third level 
education and her influence has led to my subsequent completion of a Diploma in Health 
Services Management and my current application for a Masters in Midwifery.
During my Access to Degree year Fiona suggested I submit one of my very first assignments 
for publication. Despite my own self-doubts Fiona encouraged and supported me throughout 
the endeavour, which subsequently led to publication of our article "Using the Roper Logan 
Tierney Model in Neonatal Transport" in the British Journal Of Nursing 12(13): 792-798. As 
well as building my self-esteem Fiona herself completed approximately 50% of the work and 
amendments on the article.
During my Degree studies (2003) I also had an article on neonatal transport "The benefits of 
specialised neonatal transport teams: effects on the infants and their parents" accepted and 
published in the Journal of Neonatal Nursing, 9(3): 98-102. Although Fiona was not in a 
position to work on this article with me it was she who suggested I submit it and she provided 
advice and encouragement throughout.
Subsequently I went on to have another article "Babies on the Move" published in The World 
of Irish Nursing, 12(2): 21-23. Without the previous guidance and encouragement from Fiona 
I would never have had the confidence to independently write and submit that article.
I would consider Fiona to be one of the greatest influences hi my career to date both 
professionally and academically. She was the driving motivational force behind my progress 




Practice Development Facilitator for Midwifery.
Patricia.healy@mailq.hse.ie
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Please reply to:
Centre for Nurse Education, St Patrick's Hospital, James's St. Dublin 8.
Fax: 01 249 3205
Principal Nurse Tutor Teh 01 249 3205
Allocations Liaison Nurse Tel: 01 249 3215
Clinical Placement Co-ordinators Tel: 01249 3627
15 February 2006
Re: PhD by Portfolio University of Glamorgan
To Whom It May Concern:
Fiona Tirnmins is known to me over the course of the past 3 years. During 
this time we have developed a professional and personal relationship.
The following is a brief overview of my own circumstances during this 
period of time. This -will serve to contextualize the development of our 
relationship. I am a Clinical Placement Co-ordinator (CPC) and am therefore 
affiliated with Trinity College Dublin hi a professional capacity. I completed my 
MSc. in Nursing Education in 2004 and subsequently have worked on 
disseminating the findings of my research since its completion. I also have 
secured a nurse lecturer position in Mental Health Nursing.
.With .regard - to, my 'current post as a CPC, : I 'have worked 'with Fiona 
primarily:through committee •meetings and have' found her''at all times to be both 
enthusiastic, and motivated and her enthusiasm was a definite source of inspiration 
to me from an academic and career development perspective. During this time, 
Fiona was working closely with a colleague of mine to both publish and present 
research findings. It was through this medium that Fiona exerted a keen interest in 
the work I had pursued and subsequently invited me to present my research 
findings to a Competency Committee within Trinity College Dublin, which I did. I 
found this whole experience invaluable to me both personally and professionally. 
It served to enhance my confidence presenting relatively new material to an 
audience of my peers. It also served to add credence to the work I had completed 
through the interest shown. I subsequently presented my research findings at 
three annual conferences within Ireland and am pursuing its publication. I feel 
Fiona played an active part in motivating and encouraging me to do so.
I contacted Fiona when I was applying for posts in Nurse Lecturing. I did 
so without much deliberation as I felt-both comfortable to do so and confident that 
Fiona would offer any.advice. and experience she had to assist me in this matter. 
My thoughts were founded as Fiona without consideration provided me with more
St. Edmundsbury, 
Lucan, Co. Dublin. 
Tel: 01 621 8200 Fax: 01 628 2979
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Please reply to:
Centre for Nurse Education, St Patrick's Hospital, James's St. Dublin 8.
Fax: 01 249 3205
Principal Nurse Tutor. Tel: 01 249 3205 
Allocations Liaison Nurse Tel: 01 249 3215 
Clinical Placement Co-ordinators Tek 01 249 3627
than adequate support and feedback. I feel this served towards perfecting my 
preparation for and ultimately securing a position as a Nurse Lecturer.
In conclusion, I was honoured to have been approached by Fiona to co- 
write a book with her in the future that would embrace aspects of contemporary 
issues that we both have been involved with. I think this was the ultimate 
compliment for me both personally and professionally as I firstly value Fiona's 
confidence in me to pursue such a complex activity. Secondly, I value this 
wonderful opportunity to advance myself both personally and professionally and 
share this-•opportunity with Fiona to add to the body of knowledge for the 
profession of nursing as a whole.
Miriain Farrell RPN, RGi^BSc. (Hons), MSc.(Hons), RNT.
St. Edmundsbury, 
Lucan, Co. Dublin. 
Tel: 01 621 8200 Fax: 01 628 2979
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Appendix Five: Peer Reviewer Form completed in 2004.
UNIVERSITY OF DUBLIN, TRINITY COLLEGE




DEADLINE FOR SUBMISSION TO THE CENTRE FOR ACADEMIC PRACTICE
AND STUDENT LEARNING (CAPSL)
4th April 2005




CAPSL, Room 306, 3-4 Foster Place, Trinity College, Dublin 2 
« (01)6083601, B capsl@tcd.ie
fn the brackets '( )' please indicate: V, X or n/a.
Once completed, please send one electronic copy (via email) of your report to 
CAPSL (capsl(S)tcd.ie) at the above address.
(1) Nominee: Please give the name, designation and department of the nominee.
Name: Fiona Timmins 
Designation: Ms.
Department/ Location:
School of Nursing and Midwifery Studies
(2) Peer Reviewers: Please give your name and contact details
Name and Signature: Email address:
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Tel: 
Postal Address:
(3) Knowledge of the nominee: Please outline the basis on which you are aware of the 
nominee's teaching excellence. Indicate the length of time you have known the nominee and 
the context in which you have worked together__________________________
Fiona joined the School in 2000 as a fairly new lecturer and quickly developed into a valuable member 
of staff. In addition to undertaking the usual teaching duties, she acted as course co-ordinator for the 
Access programme for one year and then moved over, with her students, to take on the co-ordination 
of the BNS degree course for a further two years. During this time, the School was smaller in size and 
I worked closely with her to support her management of the two programmes. I was thus able to see at 
first hand the thought, reflective abilities and developing expertise that she possessed. From her 
starting point as an inexperienced lecturer, she grew and developed her skills extremely quickly, 
gaining in the process a confidence and tranquillity that now stands her in good stead in her present 
role as Acting Director of the BSc (Cur).
In 2003, she relinquished her course co-ordinator role as she had completed her time on the rota. This, 
coupled with a period of sabbatical leave, left her with more time for research and publications, of 
which she made excellent use. For the past three years I have had less one-to-one contact with her, 
because the school has grown and I tend to meet more with the Acting Directors and course co­ 
ordinators at the various school working meetings. Nevertheless, I saw her frequently at academic 
forum and staff meetings and noticed and appreciated her positive, thoughtful inputs on these 
occasions. I was also aware through informal discussions with her and through preparations for her 
merit bar interview, of her research activities, many of which relate to teaching and learning activities 
within the School. When the Acting Director of the BSc (Cur) completed her term of office in 
December 2004,1 requested Fiona to take up the post in January 2005. She did so, and has been 
performing very competently in that role for the past three months.____ ____ ________
STATEMENT OF CLAIM
(4) Teaching and Learning Philosophy: Please comment on your knowledge of the 
nominee's teaching and learning philosophy. The philosophy should reveal the nominee's 
beliefs, values and approaches to teaching, and their endeavours and commitment to facilitate 
student learning.
Fiona is an extremely well motivated, enthusiastic individual. She has a passion for her own learning 
that led her to undertake the BNS degree and MEd (Man) part-time, while still working as a nurse and 
later as a nurse teacher. This enthusiasm for learning she has passed on to her students and continually 
strives to encourage them to achieve their maximum potential.
Her philosophy of learning is based on the principles of androgogy and always recognises the student 
as an individual adult person worthy of respect. She works to ensure that students are placed in the 
centre of the focus of all teaching so that their skills and weaknesses are recognised and managed 
effectively in order to increase their knowledge, understanding and commitment to personal 
development. She values learning in its own right, not just as a means for students to pass exams or 
become qualified nurses.
Fiona is committed to high quality teaching and sets herself very high standards requiring great 
attention to detail. Her class content is always up to date and well prepared and she delivers her 
sessions with planned events to enthuse and bring students with her. She believes that everyone can 
achieve and transmits this faith and confidence to the students, who grow and blossom under her 
tutelage. Her approach to teaching is one of facilitation, endeavouring to promote the development of 
all students so that they can achieve their own personal potential.
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(5) Approach to Teaching & Learning Excellence: In response to the following 
questions please comment (where applicable) on your knowledge of the nominee's 
individual approach to teaching, learning, assessment, and feedback practices
(a) How does the nominee demonstrate a continuing commitment to the quality, 
development and improvement of teaching, learning and assessment?
Fiona revises her teaching sessions annually, introducing new teaching or assessment methods in 
response to student feedback from previous classes. She has always sought written and verbal 
feedback from students, even prior to the School's adoption of generic course evaluation forms. She 
also takes an active part in course committee and curriculum development meetings, constantly 
encouraging the groups to change and modify elements of the programme in response to external 
examiners' and students' comments.
In her role as a hospital link lecturer she keeps up to date with current developments in nursing 
practice and maintains close links with her practice-based colleagues. In this way, she is able to use 
examples from clinical practice to illustrate her teaching in a way that students find interesting and 
informative. Our students always comment that it is easier for them to remember the content they are 
taught when it is linked to everyday clinical practice. She also keeps up to date by acting as a reviewer 
for 8 peer reviewed nursing journals and attends regular conferences and courses related to her main 
teaching interests.
Fiona believes firmly that all teaching should be grounded in research. She thus ensures that not only 
is all her content evidence-based but so also are her teaching methodologies. When the School was 
developing its reflective practice content across all courses, Fiona took part in a group that examined 
the literature on this concept and eventually went on to publish their findings in the international press. 
She is also an active researcher, investigating both clinical topics that then inform her teaching content 
and also educational issues to assist her in providing a better learning environment for students.
(b) What mechanisms does the nominee employ to communicate enthusiasm for their 
subject and stimulate critical thinking in students?
Fiona is the epitome of enthusiasm. She portrays enthusiasm in her face, her voice and her manner 
every time she walks into class. The students notice this and, even during sessions at "grave-yard" 
times, respond with an increase in effort. At the start of classes, Fiona sets out what she is about to 
teach and then conveys the information in numerous different ways, to stimulate continued 
participation. She uses very student-centred methods of learning including group work, role-play and 
self-directed learning. Because students are involved so actively during class-room sessions, they are 
thinking more deeply about the topic and Fiona then encourages that thinking to become more critical 
as the module progresses. She uses questioning techniques, discussion, debate and project work to 
ensure that all students are participating and learning actively. In particular, her recent introduction of 
a "mini" project for the BNS students during research methods sessions improved the acquisition of 
knowledge among the students enormously. Fiona also gives comprehensive feed-back to her students 
following assignments, from which they leam and can develop their performance.
(c) How does the nominee accommodate the range of students' prior learning and 
prepare them for the demands of their further studies?
We have an eclectic mix of students in our courses, ranging from mature students who have not 
studied since their school-days (sometimes 25 or more years previously) to 18-year olds full of 
idealism. Fiona manages to tread the fine line between spoon-feeding students with all the necessary 
information and abandoning them to their fate with totally "self-directed" learning. She spends 
considerable time preparing supporting notes and references and depositing supporting reading 
material for students in the library. With the mature students, Fiona realised that they needed a little 
more help, and devised a study pack for them with detailed essay guidelines and examples. She also 
recognises that students leam in different ways, with different styles and therefore chooses a mix of 
teaching methods so that no one style is over-used to the detriment of any student who does not leam 
well in that way. _________________________———————————————————.—-—
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(d) What teaching, learning and assessment methods does the nominee employ to 
stimulate curiosity, independent learning and skills development in students?
Fiona uses a lot of student-centred teaching and learning methods and tries to encourage active 
participation at all times. She never uses a straight lecture, even with new material, but intersperses 
short pieces of lecture delivery with group work or other activities. She uses questioning during class 
to gauge the students' response and learning, but never in a threatening manner, having learnt early in 
her teaching career that that only made for a tense atmosphere in the classroom. The use of project 
work and group activities during class stimulates the students to not only learn while they are in class 
but to keep on learning in between class sessions, with further reading and discussion. Fiona used a 
very successful technique to teach qualified nurses and midwives about research by getting them to 
develop their own research project and to carry it out during the module. This culminated in a 
presentation of the projects which gave a good indication of the students' level of learning prior to 
them undertaking their own research proposals.
(e) How does the nominee's use of methods of teaching and assessment make a 
significant contribution to students' learning?
Fiona's enthusiasm and encouragement of each and every student assists them to develop a love for 
learning that stands them in good stead for the future. They may come on the course wanting only to 
pass the exam at the end and receive their qualification, but Fiona ensures that in the process they 
develop a love of learning. Her open, facilitative manner permits the students to question or make 
mistakes in a safe environment. All her teaching is based firmly on objectives set at the beginning and 
Fiona then evaluates her own teaching, and the students' learning, to ensure that the objectives are 
met.
(f) How would you define the nominee's approach to scholarship and the relationship 
between teaching and research?
This is where Fiona shines. She loves research, and believes in the complete synergy between teaching 
and research, so that it is easy and natural for her to include research findings in every topic that she 
teaches. Her classes are constantly evolving to include ongoing research and development in health 
care. She has completed 6 research projects during the past 4.5 years in College and has presented and 
published from all of them. She also recently completed a textbook on cardiac nursing, and has been 
commissioned to undertake joint authorship of another textbook on communication skills.
Her teaching is firmly research based and she also conducts small studies into new and innovative 
ways of teaching or developing the learning environment such as her work on student absenteeism and 
student stress, which she then publishes. This relationship between research activity and publication is 
also brought into her relationships with students and she has encouraged some of her former students 
to join with her in publishing some work.
(g) How does the nominee refine his/her teaching practice as a result of self- 
reflection and evaluation by students and peers?
Fiona believes in, and practises, reflection. She surveyed the literature in this area, with a group of 
colleagues, and published from this work and has been "practising what she preaches" ever since. 
Although she is knowledgeable in this area, she undertook the College's course on Reflection in 
Teaching earlier this year and developed her teaching portfolio from that. In addition, she evaluates all 
her teaching by requesting student feedback and then utilises that feedback in constructive ways to 
make changes to her teaching methods and content. When Fiona was a course co-ordinator and had 
close contact with the external examiners, she used their feedback on not only the course but on her 
own teaching performance to improve the sessions.
Fiona also seeks out opportunities to improve her own education. She attends education and nursing 
research conferences, firstly as a presenter but also as a delegate, and she uses to travel overseas as
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opportunities for discussion and networking with other international academics. The School hosts 
frequent visitors from other countries and we have had two Visiting Professors working with us over 
the past few years, as well as experts who have made presentations on writing for publication. Fiona 
always avails of such opportunities to leam and develop her skills.
(h) Highlight your knowledge of the nominee's participation and contribution to 
teaching and learning excellence in the local, national and international community
Fiona has contributed much to the local community by her encouragement of nursing colleagues to 
publish. She has also been involved in curriculum development for the diploma in nursing and the 
subsequent BSc (Cur) here in Trinity College. In the national and international arena, she acts as 
reviewer for eight journals, three of which are education journals. She is also a committee member of 
the Irish Nurses Cardiovascular Association, where she contributes her expertise to assist others to 
learn and develop.
(6) Contribution to change: Please provide details of the activities that you are 
aware of that the nominee participates in outside the classroom that relates to teaching 
and learning development (e.g. administrative duties, committee membership, training 
/ supervision of postgraduate students, dissertation and thesis supervision)
Fiona spent 3 years as course co-ordinator of Access and BNS undergraduate courses (JF/SF) for 
qualified nurses and midwives. This administration role involved planning and organizing the 
timetable, selection of students, arranging course committee and court of examiners meetings and 
ongoing work towards the development of curricula, handbooks, module descriptors, reading lists and 
assessment guidelines. She was also involved in the evaluation of these courses, including 
participation in the School's 5 year quality review.
She now attends the Bachelor in Nursing Studies Curriculum Development Committee and the Post- 
Graduate Diploma in Specialist Nursing (Intensive and Coronary) Course Development Committee. 
She has also taken part in a number of working groups within the School including chairing one 
designed to explore strategies for the link lecturer system with the 6 hospitals linked to the university.
Fiona has been involved in supervision of Post Graduate Diploma nursing students' literature reviews 
since she started in the School and has supervised over 15 projects. She has also successfully 
supervised a number of taught MSc students' theses.
When the Acting Director of the BSc (Cur) completed her term of office in December 2004,1 
requested Fiona to take up the post in January 2005. She did so, and has been performing very 
competently in that role for the past three months. This is a difficult role that involves a considerable 
amount of communication with all course co-ordinators as well as with numerous personnel in the 6 
linked hospitals, all of whom have differing agendas and needs. Fiona has risen admirable to the task 
and is developing her own particular brand of management success.
(7) Contribution to National and International Debates: Please provide details of 
your knowledge of the nominee's contribution to national and international debates 
about learning and teaching within the discipline through conferences, networks, 
discussion groups, publications etc.
Fiona has published a number of papers on teaching and learning topics and is collaborating at present 
with a UK academic on another study of assertiveness in nurses. She is a frequent presenter at national 
and international conferences and uses such opportunities to network also.
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(8) Additional Comments: Please add any additional comments that you feel are
oa learning as negative-thinking people draw down their colleagues into apathy. Fiona has the opposite
Sand Ss eiasm8 Mothers, often bringing them with her mtc ̂ ^^ 
resulting benefits in some, maybe only small but still significant, area relatmg to student learning.
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